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A circle of old friends 


Dentists, more interested to-day than 
ever before in prolonging the useful- 
ness of their instruments, are turning 
in ever-increasing numbers to Metaphen 
Disinfecting Solution where the cold 
disinfection of instruments is practi- 
cable. For Metaphen Disinfecting Solu- 
tion does not injure temper or finish, 
not pit or dull cutting edges, and thus 
eliminates the wear and tear of frequent 
resharpening. @ This widely used agent 
requires a minimum of attention and 
may be relied upon in the absence of 
much blood and exudate to kill com- 
mon vegetative pathogenic bacteria 


(except tubercle bacilli) in about. 
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ten minutes. Instruments removed 
from the disinfectant are ready for 
immediate use without rinsing or dry- 
ing, since Metaphen Disinfecting Solu- 
tion is non-irritating to the skin and 
oral tissues, and does not leave a 
gummy deposit to interfere with the 
free action of hinged or jointed instru- 
ments. @ In addition, when instruments 
are cleaned before immersion, the solu- 
tion remains clear and stable, and may 
be used over an extended period with- 
out marked decrease in efficiency. 
e Why not order a supply to-day? 
ABBOTT LABORATORIES 
(Australia) Pty. Limited 
Box 3698 G.P.O. Sydney 


REG. TRADE MARK 


Abbott) 


BOTTLES OF 
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MODEL TRIMMER 
Driven by a husky }-h.p. motor, this 
trimmer can be easily installed in a matter 
j of minutes. 


FURNITURE and EQUIPMENT 


MOBILE DRESSING TABLE 


Size 30in. x 18in. fitted with two glass 

shelves, two drawers, and two handy 

stainless dishes, this table is most suit- 

able for the Oral Surgeon and General 
Practitioner. 


SYRINGE STERILISING JARS 


An attractive accessory for the surgery. 
Accommodates three syringes. 


Available from the Equipment House 


THE COMMONWEALTH 
DENTAL SUPPLY CO. 


PTY. LTD. 


206 Castlereagh Street, Sydney. 


Phone: M 4818. 


Telegrams: “Comdental Sydney”. 
Mail Box 1922, G.P.O. 
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Designed for Children—and they prefer this Dentifrice to all others 
because its flavour is unique. 


ALKADENT 


with FLUORIDE 


ALKADENT CONTAINS 


@ Sodium Fluoride, 1 in 10,000. 


@ Bentonite, Sodium Lauryl Sulphate and Chalk to cleanse. 


© Urea and Ammonium Phosphate to help inhibit decay. 


Whaiever your views én the efficacy of Ammonium Ions or Trace 
Fluorides, this Dentifrice is good— it soaps moderately, cleans well 
and Tastes Very Refreshing Indeed. 


Children are keen to use a toothbrush—if Alkadent is on it. 


Put your name on this sheet; post it in now—we’ll send you a full-sized 
canister to try. 


BRITISH ETHICAL AGENCIES 


66 RESERVOIR STREET, SYDNEY. 
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The conservation 
value of your fillings is greatly 
enhanced when the cavity is first 
lined with... 


KALSOGEN 


Regd. Trade Mark 


DENTAL INSULATOR 


Produced to a special formula for perfect protection. 
May also be used as a temporary filling material. 


THE AMALGAMATED DENTAL CO. LTD. (INC. LONDON, ENGLAND) 
124 Exhibition Street, MELBOURNE, and at 160 Castlereagh Street, SYDNEY. 
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S. S. WHITE 
TRUE DENTALLOY 


45 YEARS OF CLINICAL APPLICATION THROUGH- 
OUT THE WORLD AND MILLIONS OF SAVED 
TEETH RECOMMEND IT.... 


ie 1895-96 Dr. G. V. Black read his epochal paper ** Physical Characters 

of the Human Teeth in Relation to their Diseases and to Practical 
Dental Operations, together with the Physical Characters of Filling 
Materials.’’ He was the first to put dental amalgam alloy to ‘* balance ”’ 
the metals of amalgam alloy by counteracting the manufacture and mani- 
pulation on a scientific plane. He showed the expansion of one against 
the contraction of another ; how to control flow ; how to “fix ’’ the 
properties of an alloy by ageing or annealing so they would remain un- 
changed for a long time ; how to mix and manipulate alloy to produce 
uniform results. 


When Dr. Black offered to teach his methods of making alloy, an S.S. 
White man was the first tc enrol and graduate from his course. The 
result of this training was the birth of True Dentallcy in 1900. \t was 
the first ‘‘ balanced ’’ alloy, the first alloy made under scientific control. 
It became popular immediately wherever dentistry was practised. 


Every investigation made upon dental amalgam by the Federal Bureau 
of Standards has proved the merit of True Dentalloy. It complied with 
Federal Specification No. 356, issued in 
1925, which was confirmed by the joint 
investigation on alloys by the Bureau of 
Standards and A.D.A. Research Associates 
in 1928. It complied with A.D.A. tentative 
Specification No. |, 1929, and Federal Speci- 
fication UA 451. It was found satisfactory 
in the third survey on alloys by the Bureau 
of Standards and A.D.A. in 1933, and com- 
plies with the present A.D.A. Specification 
No. | for Dental Amalgam alloys, revised 
January, 1934. 


Our suggestion, True Dentalloy for 
Fillings that Endure, is therefore more 
than a mere advertising slogan. 


If you have not used True Dentalloy, 
make this your opportunity to do so. 


THE S. S. WHITE CO. OF sswenrsAUSTRALIA PTY. LTD. 


T. & G. MUTUAL LIFE BUILDING, Cr. PARK 3 DISTRIBUTORS OF 8S. 8. WHITE 
AND ELIZABETH STREETS, SYDNEY,N.S.W. “Uwe” TRADH - MARKED PRODUCTS 
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‘an anesth 


In Submarines 


a 


MONOCAINE 2 per cent with Epinephrine 1:50,000 


prime importance... 


In local anaesthesia, too, we must consider the 
relationship between safety and depth. A num- epinephrine 1 : 50,000), on the other hand, pro- 


ber of anaesthetic drugs in 


trations or 
anaesthesia. 
“stronger” 


combinations will produce deep 


So will cocaine. 
anaesthetics can 


“Depth without Danger’ 


etic 


action, and, in many instances, unpleasant post- 
operative sequellae. 


is of 


Monocaine Formula 2ME (monocaine 2% with 


excessive concen- duces anaesthesia as deep as procaine 4%, yet 


But all of these its toxicity is appreciably less than that 
induce toxic re- concentration of procaine. 


Monocaine Formula 2ME was specifically developed for those cases 
in which anaesthesia is difficult to obtain. While Monocaine 114% 
is recommended for routine use, Monocaine Formula 2ME will be 
found to be particularly advantageous for jacket crown work, pulp 
extirpation and the preparation of bridge abutments. 


MONOCAINE Formula 2ME offers the anaesthetist depth without 
danger—it combines adequate potency with maximum safety. 


me THE S. S. WHITE CO. 
registered trade mark OF AUSTRALIA PTY. LTD. 


of the Novocol 


— Co., T. & G. Building, 
Park Street, Sydney 
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PRESTIGE 


It was in the year 1846 . . . over one 
hundred years ago. . Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 
a study of the material requirements of 
the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


FLAVELLES 


DENTAL 
SYDNEY, MELBOURNE 
and NEWCASTLE 
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STOCKS NOW AVAILABLE 


STERICANE and PREMOCAINE 
ANAESTHETIC 


IN 
4 and 16 oz. BOTTLES 


GYPSOGUM 
THE MODERN PLASTIC IMPRESSION MATERIAL 

FOR FULL DENTURES 
“WASH AND CORRECTIVE IMPRESSIONS 


KEMCAL 
IDEAL EXPANDED MODEL MATERIAL 
FOR ACCURATE DENTURES 
ACRYLIC, ORTHODONTIC AND CAST METAL WORK 


Obtainable from 


MILNE BROWNE & CO. LTD. 


SYDNEY: 114-120 Castlereagh Street. Phone: M 4891 (5 lines). 
BRISBANE: 235 Edward Street. Phones: B 6617 - B 8761. 
Telegrams: ‘“MILNEBROWN.” 
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Introducing 
the Philmix 


Electric Amalgamator 


Complete with 3 extra capsules and pestles in plastic container. 


Expedites your operative procedure by producing a mix of fine 
smooth texture in 10 to 15 seconds. The amalgam comes from the 
capsule ready for immediate use. 


Finished in black crinkled enamel. 


JOHN T. JENNINGS PTY. LTD. 
167 Elizabeth Street, Sydney 
Associated with Jennings Elliotts Pty. Ltd., Brisbane 
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*KALLODENT"’ DENTURE ACRYLIC 


In the beginning .. . 


No-one visualised the impact the discovery of the acrylic 
group of p'astics would have on dentistry. The novelty of 
only a few years ago is today a necessity to the dental pro- 
fession all over the world. “Kallodent” is tough, long wearing 
and unsurpassed as a denture acrylic. It is available in natural 
colours and clear, and in two types: “Kallodent” 222 for 
longer working time and "Kallodent” 333 for quick doughing. 
It is a product of Imperial Chemical Industries Ltd., and every 
package of “Kallodent” Liquid or Powder is backed by special- 
ised technical service. 


Distributed by the Plastics Division of 


IMPERIAL CHEMICAL INDUSTRIES ac 


OF AUSTRALIA AND NEW ZEALAND LIMITED 
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DENPRO DENTAL CHAIR 


@ The Queensland University 
Dental College, Brisbane, 
have installed 50 Denpro 
Chairs and Units in their 
new surgeries. 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


Immediate Delivery from appointed agents in all states 


Manufactured by 


DENTAL PRODUCTS PTY. LTD. 
196 ABBOTSFORD ROAD, MAYNE 
BRISBANE 
QUEENSLAND AUSTRALIA 


| | 
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Yes, your patients do think! And on their thinking, to 
a large extent, depends the goodwill of individual practice. 
That is why more and more dentists are recommending 
Fasteeth to aid patients in denture retention. Fasteeth 
is not made to “stick” the plate in the mouth, but to help 
maintain the peripheral seal which is a fundamental 
necessity in this respect. A carefully blended combination 
of gums ensures this function, making it cohesive rather 
than adhesive. Yes, indeed, you can recommend Fasteeth 
to your patients with confidence. 


DISTRIBUTED BY 


CLINTON - WILLIAMS 


PTY. LTD. 


ROTHSCHILD AVE, ROSEBERY, N. S. W. 


NOTE: The Fasteeth pack now has a special finger-tight lid. When 
this is removed, a perforated top is revealed that enables a quick, even, 
economical distribution of FASTEETH Powder over all parts of dentures 
that contact the gums and the roof of the mouth. Professional samples 
available on request. 


*T.29.FP 
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INCOME PROTECTION 


All Sickness and Accident Cover 


The 


AUSTRALIAN 
PROVINCIAL 
ASSURANCE, 


53 MARTIN PLACE | 
SYDNEY 


INSURE YOUR HEALTH AS WELL AS YOUR LIFE 


P 


£10 or £12 per week for disablement by any sickness or accident. 
Special protection for forefingers and thumbs. 


Life and Endowment Policies also issued incorporating all sickness and accident 
cover. 


For full list of many benefits write or phone 


The Australian Provincial Assurance Association 


Incorporated in New South Wales 


53 MARTIN PLACE, SYDNEY 
BW 4201 (5 lines). 
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i 
a é n is the last straw that breaks the patient’s fortitude. 


The more promptly he can be relieved of pain the 
greater will be his appreciation and the more lasting 
his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 
Therapeutically considered, Veganin fills a well- 
defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


Quantities of 100 tablets are 
available for Professional use. 


WILLIAM R. WARNER & CO. PTY. LTD., 
508-528 RILEY. STREET, 
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It’s what you have done 


PLUS what your patient does 
that adds up to sound oral hygiene 


Your patients depend on you for sound. 


healthy teeth, and the best of them see you at 
regular intervals for a routine check-up. 
But as you know, care of the teeth in its fullest 


sense is an everyday matter too! 


ammonium ion | That’s why so many dentists recommend 


Bristol-Myers dentifrices. 


Co 
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QUICK-SETTING ALLOY 


Conforms to Australian Dental Standard No. T2 for 


GLOVER & 


Dental Amalgams. 
GOODE PTY. LTD., MELBOURNE 


BR 


NOW 
AVAILABLE 
IN 


NATURAL 


ISTLES 


ADA 


DENTISTS'-DESIGN TOOTHBRUSH 
AT CHEMISTS EVERYWHERE 
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For 
The Relief of Pain 


ANGESIL TABLETS 


(D.H.A.) 


ANGESIL TABLETS 
are particularly effective in controlling post-operative pain following 
dental extraction or surgical procedures, and for the relief of pain 
prior to the commencement of dental treatment. 


READY DISINTEGRATION 

insures quick response. while the synergistic action of the aspirin, 
phenacetin and codeine prolongs the effect, thus reducing otherwise 
heavy dosage. 


Each tablet contains aspirin gr. 5, phenacetin gr. 4, codeine 


phosphate gr. 1/8. 


AVAILABLE IN: 


Original tubes of 10 and 20 
or bottles of 100 tablets. 


Distributed by the companies comprising 


Drug Houses of Australia Ltd. 


which include: 
.. .. .. Adelaide 
. .. Sydney, Newcastle & Wollongong 

. .. Launceston & Hobart 


Sons Lid. .. .. .. .. 
Elliotts & Australian Drug Pty. Ltd. .. .. 
L. Fairthorne & Son Pty. Ltd... .. .. . 


Felton, Grimwade & Bickford Pty. Ltd... .. .. 


Felton, Grimwade & Duerdins Pty. Ltd. .. . 
Taylors Elliotts Pty. Lid... ........ 


. .. Perth & Kalgoorlie 
. Brisbane, Townsville & Rockhampton 
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A Fundamental Approach to 
Recording Centric Relation in 
Full Denture Construction* 


A. Gordon Rowell, M.D.S. (Syd.), 
D.D.S. (N.U.)+ 


The last decade has seen many accepted 
theories and techniques subjected to searching 
scrutiny by numerous writers and investiga- 
tors. Despite a fuller knowledge of anatomy 
and physiology, and a better understanding of 
the application of physical principles to the 
behaviour of biological tissue, 2 perplexing 
array of often diametrically opposed theories 
and interpretations has resulted. 


The object of this paper is to attempt to 
survey critically some of the more recent 
available data, and to present a basic pro- 
cedure incorporating the best points of a 
number of techniques in what may be consid- 
ered to be a rational approach to the regis- 
tration of centric relation of the maxilla and 
mandible. Whereas this procedure may be 
varied considerably to meet special circum- 
stances, and modified to conform to the 
individual aptitude of various practitioners, 
the basic principles still stand. 


Any rational approach to the procedure of 
registering centric relation must include an 
examination of the modern concept of anatomy 
and kinesiology of the complete masticatory 
mechanism, and take into consideration those 
factors which assist, hinder, or even make 
temporarily impossible the attainment of the 
object. Finally, it is important to recognise 
the possible sequellae of failure to apply these 
basic principles correctly to any technique for 
centric registration. 


There are three distinct static positional 
relationships of the mandible, the “rest posi- 
tion,” the occlusal position, and the centric 
position. In the rest position, the mandible 
is involuntarily suspended by the reciprocal 
co-ordinated action of the muscles of mastica- 
tion and the depressor muscles, with the upper 
and lower teeth slightly separated.! Thomp- 
son? has shown the rest position to be 


*Annie Praed Memorial Lecture, 1952. 
+Department of Prosthetic Dentistry, Faculty of 
Dentistry, University of Sydney. 


established soon after birth, and is of the 
opinion that, except for extraneous factors, it 
remains relatively unchanged throughout life. 
The presence or absence of teeth affect this 
position little if at all. In any case, for any 
one person at any one time, the rest position 
is sufficiently constant to allow its use as a 
basic starting point in the estimation of an 
acceptable vertical dimension for centric rela- 
tion. This fact is now so well established that 
practically all modern techniques for record- 
ing centric relation include the use of the 
rest position while older techniques which 
included its use did so without possibly recog- 
nising the physiological significance of this 
position. 


The occlusal position is dependent on the 
presence of teeth or their artificial substitute. 
It is the position which the mandible assumes 
when the teeth come into contact in the 
retruded position, and may or may not coincide 
with centric pcsition. If there is a mal- 
occlusion of the teeth or artificial substitutes, 


then the occlusal position will be an eccentric 
one. 


The centric position may be described as the 
maxillo-mandibular relationship when the 
mandible is moved from the rest position to 
a position of normal occluding relationship by 
an isotonic contraction of the muscles of mas- 
tication, while at the same time the condyles 
assume a balanced and unstrained position in 
the distal portion of the glenoid fossae. A 
number of authors have described the centric 
position as the one from which all functional 
movements of the mandible commence and 
finish. This is incorrect, however, as it is now 
known that such movements commence and 
finish at the rest position. 


ANATOMICAL CONSIDERATIONS. 


The teeth or artificial substitutes are 
related to the osseous structures of the lower 
part of the skull. They cannot, however, be 
brought into functional occlusion without the 
aid of muscles, ligaments, and other vital 
tissues, which require satisfactory nutritional 
and nerve supply in order to function effici- 
ently. The absence or degeneration of some 
of the structures may not necessarily com- 
pletely impair function of the masticatory 
mechanism, because it is observed that nature 
tends to compensate for the loss or damage 
of other than essential organs, and the mas- 
ticatory mechanism is not exempt from this 
natural law. For complete efficiency, however 
it is necessary that all the components be 


healthy and capable of normal i : 
function. physiological 
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THE TEMPORO-MANDIBULAR JOINT. 


The temporo-mandibular articulation will be 
discussed as a separate unit for ease of 
description. However the articulation should 
not be considered as unilateral in function, as 
such a concept would permit the possibility of 
movements within the joint which are impos- 
sible because neither condyle can move in any 
direction without some corresponding move- 
ment of the other condyle. 


The condylar head of the mandible lies in 
the glenoid fossa of the cranium, being separ- 
ated from it by the articular disc which 
divides the joint into an upper and lower part, 
each of which is lined with an avascular 
fibrous tissue which, according to Sicher,? may 
contain a variable number of cartilage cells 
and then be designated as fibro-cartilage. The 
upper portion of the joint permits a gliding 
movement and the lower portion a rotating 
motion, thus enabling the joint to be aptly 
described as a “hinge joint with a movable 
socket.” 

The anterior portion of the glenoid fossa 
is separated from the posterior portion by the 
tympano-squamosal fissure laterally extending 
into the anterior petro-squamosal fissure and 
the petro-tympanic fissure medially. Anteriorly 
the fossa extends to the articular eminence and 
posteriorly to the posterior articular lip. In a 
distal displacement of the condyle, the head of 
the condyle will be directed towards this 
articular lip and not against the tympanic 
bone which normally shows no evidence of per- 
foration,? even though this condition has been 
described by a number of authors when dis- 
cussing temporo-mandibular disorders result- 
ing from overclosure of the vertical dimension. 
When such perforations do exist, their pres- 
ence may be explained by causes other than 
condylar pressure. 

The articular disc, formerly described as 
fibro-cartilagenoust but now regarded as a 
dense fibrous plate of tissue, continues pos- 
teriorly into a thick layer of vascularized con- 
nective tissue which connects the dise with the 
posterior wall of the articular capsule. 


The joint obtains its lubrication from the 
synovial capsule which surrounds it, fusing 
with the entire circumference of the disc. The 
synovial capsule is strengthened by its fibrous 
capsule which laterally is specialized and 
thickened to form the temporo-mandibular 
ligament. Other ligaments described in con- 
nection with the joint although not immedi- 
ately associated with its function are the 
spheno-mandibular and the stylo-mandibular 
‘ ligaments. These ligaments limit excessive 
movements of the mandible during func- 
tion and prevent damage to the nerve and 
nutritional supply of the mandible. 
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MUSCLES OF MASTICATION. 


The muscles of mastication are the tem- 
poral, masseter, external pterygoid and 
internal pterygoid muscles. 

The temporal muscle. Because of the wide 
source of origin of the temporary muscle, its 
function may either be elevatory or retrac- 
tory, depending on whether or not the man- 
dible is in a protruded position at the time 
the muscle commences to function. The retrac- 
tory elements of the muscle are those fibres 
which run almost horizontally from the distal 
and lower portion of the fan-shaped origin of 
the muscle to their insertion on the coronoid 
process of the mandible. 

The masseter muscle. The masseter muscle 
has a superficial part which takes its origin 
from the zygomatic bone and a deeper part 
arising from the entire length of the zygomatic 
arch anterior to the articular eminence. 
Although the deep part of the muscle fuses 
with the superficial fibres, the direction of 
the fibres is almost vertical in the rest posi- 
tion and mesial in the protruded position. 


' The superficial fibres run downwards and 


backwards to find their attachment on the 
lateral surface of the ramus of the mandible. 
The muscle therefore may function as an 
elevator muscle or a retractor muscle depend- 
ing on the position of the mandible when the 
muscle commences to contract. 


The internal pterygoid muscle. The internal 
pterygoid muscle is a medial counterpart of 
the masseter muscle. It runs downwards and 
backwards from its origin in the pterygoid 
fossa and from the maxillary tuberosity and 
pyramidal process of the palatine bone to its 
insertion on the medial surface of the lower 
part of the ramus of the mandible. Due to 
the direction of the muscle it acts as an eleva- 
tor muscle with a protrusive component. 


The external pterygoid muscle. The func- 
tion of this muscle has been the subject of 
considerable controversy. The muscle arises 
from two sources. The upper portion (some- 
times referred to as the sphenomeniscus 
muscle) arises from the infra-temporal sur- 
face of the greater wing of the sphenoid and 
runs almost horizontally in a disto-lateral 
direction. The lower and larger portion arises 
from the anterior surface of the lateral 
pterygoid plate and running upwards and 
backwards fuses with the upper head to find 
its attachment to the articular disc and cap- 
sule, and to the anterior surface of the con- 
dyle. The function of the external pterygoid 
muscles is to act together to protrude the 
condyles, or singly to rotate the respective 
condyle to which it is attached in an antero- 
medial direction, modified in vertical relation- 
ship by the contour and direction of the 
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articular eminence. At the same time, a com- 
pensatory movement of the articular disc is 
effected so that it retains its normal relation- 
ship to the condyle. 


During masticatory function, the external 
pterygoid muscle is alone responsible for keep- 
ing the protruded head of the condyle in its 
forward position while pressure is exerted 
on a bolus of food between the teeth on the 
opposite side of the mouth. It then gradually 
allows the return of the condyle to its rest 
position in the glenoid fossa at the completion 
of the masticatory cycle. The need for the 
attachment of the muscle to the disc is there- 
fore apparent. The possibility of a subluxa- 
tion of the joint if the external pterygoid 
muscle does not completely relax at the instant 
that maximum force is applied by the elevator 
muscles can be understood. That subluxation 
is a frequent occurrence has been shown by 
the work of Bauerle and Archer,® who indicate 
from their examination of 1200 patients of all 
ages and dental conditions that 40% of the 
total number had at least a unilateral sub- 
luxation of the temporo-mandibular joint 
while of 145 of the patients who were edentu- 
lous, those wearing full upper and lower 
dentures had subluxations in 23% of cases, 
while those not wearing dentures were affected 
in 40% of cases. 


It must be remembered that, in the final 
cpening movement of the mandible, the 
external pterygoid muscles are assisted by the 
sub-mandibular muscles and by gravity. It is 
also important to note that there is no muscle 
attached to the articular disc or the condyle 
which will pull either of them directly back 
into the fossa subsequent to the forward glid- 
ing movement. However, normally the articu- 
lar disc is sufficiently bound to the head of the 
condyle to ensure that it will move forwards 
and backwards with the head of the condyle 
without muscular assistance. This fact has 
been demonstrated on cadavres? where co- 
ordinated movement of the disc in relation to 
the condyle is observed without the possibility 
of any assistance from muscle function, when 
the mandible is manipulated manually. Where 
damage has occurred to the joint in such a 
way as partly to destroy the close adaption 
of the disc to the head of the condyle, such 
disorder may be indicated clinically by a 
clicking in the joint during mandibular move- 
ment. 


The submandibular muscles are an ex- 
tremely important group of muscles. They 
are the digastric, mylohyoid, geniohyoid, thy- 
reohyoid, sternohyoid, sternothyreoid and 


platysma muscles. In the opening movements 
of the mandible, these muscles play an essen- 
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tial and complicated role. It is due to their 
co-ordinated balancing and equalising effect 
on the direct muscles of mastication that any 
static position or controlled functional move- 
ment of the mandible is possible. 


PHYSIOLOGY OF MUSCLES OF MASTICATION AND 
APPLICATION OF PHYSIOLOGICAL 
PRINCIPLES TO TECHNIQUE. 


The ability to observe and record the rest 
position, and then establish a satisfactory 
centric relationship of the jaws, will determine 
to a large degree whether or not pathological 
changes will occur in the masticatory mechan- 
ism subsequent to our administrations. 


The complete removal of the natural teeth 
starts the patient on a course of degeneration 
of the alveolar ridges and the muscles of 
mastication. Full dentures cannot be con- 
structed which will allow the masticatory 
muscles even a reasonable degree of the 
amount of exercise to which they were accus- 
tomed in the presence of a well occluded full 
complement of natural teeth in healthy 
periodontal tissues. Generally, the predispos- 
ing factors which determined the eventual 
removal of the natural teeth have already 
initiated a deterioration through lack of func- 
tion. Brudevold® demonstrated that the maxi- 
mum force appliable with dentures varied 
from 4 kg. on the first bicuspid to 9 kg. on 
the first molar, in comparison with 75 kg. on 
the natural sound dentition. 

Is it any wonder that the prosthodontist is 
plagued with patients demanding a _ recon- 
struction of their physiognomy which had 
previously been assisted by healthy muscles 
together with a nutritional advantage brought 
about by the patient’s ability to masticate 
normally? 

By a study of kinesiology, that is the science 
concerned with muscle movement in man, its 
principles will more readily permit at least 
the prevention of unavoidable further deteri- 
oration rather than hasten the progress of 
pathological changes. 

The muscles of mastication are essentially 
skeletal in structure. As such, they are elas- 
tically extensible. When they are stretched, 
tension within the muscles increases pro- 
portionately as the fibres are lengthened. 
If effective working length of the muscle 
is shortened, tension is decreased within the 
muscle, and its ability to function maximally 
is decreased. From the point of view of exert- 
ing tension, muscles function more efficiently 
at rest length in most cases, with the tension 
of the contracting muscle increasing with 
length over the limits of physiological utility.” 

In the state of rest, muscles are slightly 
contracted. To retain them thus, there is a 
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continuous interchange of responsibility be- 
tween muscle bundles within the muscle, 
because a muscle fibre either contracts maxim- 
ally or not at all. The force applied by a 
muscle is therefore directly proportional to 
the number of muscle fibres which contract 
at any one time. Were this interchange of 
responsibility not possible, the muscles would 
soon fatigue and the maintenance of a rest 
position, or any other position, would be 
impossible. No mandibular movements are 
possible without the shortening of selected 
muscle groups, automatically associated with 
lengthening of antagonist muscles. 


Rest position and the point of maximum 
power coincide and are the same point only 
in about 65° of cases,’ therefore any attempt 
to use a method of recording maximum biting 
force as synonymous with the rest position 
cannot be regarded as uniformly accurate. 
The Boos Bimeter appliance® would therefore 
come under this criticism, although it is 
acknowledged that various estimations of the 
free-way space are made depending on the 
amount of pressure recorded in each case. 


It is now possible to understand the effect 
of eliminating the free-way space in recording 
a vertical dimension. In attempts to ‘open the 
bite” for reconstructing a lost vertical dimen- 
sion, unless a free-way space is observed, 
excessive tension is built up within the 
elevator muscles attached to the mandible. 
These are a strong group of muscles and their 
natural tendency to return to their normal rest 
lengths will cause loss of alveolar bone under 
the denture bases until such time as a free- 
way space is again achieved. This fact has 
been proved experimentally in animals® and 
observed clinically in humans. 


When the correct vertical dimension is con- 
siderably under-estimated, or when it has been 
lost through gross bony destruction of the 
alveolar ridges, among other sequellae, the 
elevator muscles function inefficiently due to 
their loss of effective working length. The 
external pterygoid muscles, however, are 
stretched due to the backward movement of 
the condyles in the fossae thus causing an 
increased tension in these muscles. Either a 
subluxation of the joint or a slow and gradual 
bending forward of the head of the condyle 
may result. 


While it is important to recognise the prin- 
ciples outlined by Thompson? in regard to the 
establishment and maintenance of the rest 
position throughout life, the effect of habit, 


posture, conditioned reflexes and _neuro- 
muscular stimuli must not be overlooked.!° 


Obviously, tonus of the elevator muscles is 
determined to a large degree by the general 
health and the mental state of the patient, 
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and these conditions together with posture 
must be taken into consideration when estimat- 
ing an acceptable vertical dimension. 


Pain in the temporo-mandibular joints or 
even uncomfortable or hurtful denture bases 
or base-plates can rapidly induce conditional 
reflexes which only the eradication of the 
cause of the pain or discomfort will eliminate. 


The presence of a full complement of pos- 
terior teeth or the presence of well balanced 
dentures causes the major and initial stress of 
mastication to be borne in the bicuspid first 
molar region. Overclosure of the denture 
space, the absence of soundly occluding pos- 
terior teeth, or satisfactory substitute, causes 
the mandible to function in the occluding posi- 
tion as a Class III lever, making a fulcrum 
of the condylar head on the articular disc, and 
causing the condyle to function generally in a 
more distal position in the glenoid fossa. 
Whereas the temporal, masseter and internal 
pterygoid muscles then function in a _ short- 
ened manner, the external pterygoid muscles 
are functionally lengthened. 


In some advanced cases of over-closure 
(more than 10 mm.) it has been demonstrated 
that the meniscus was pulled so far forward 
that, except in excessive protrusive move- 
ments of the mandible, the bony surfaces of 
the joint were separated by hyaline cartilage 
only and in some cases even that was pene- 
trated by wear.!! 


Although there is considerable divergence 
of opinion as to the anatomical possibility 
of direct impingement on structures such as 
the chorda-tympani, anterior tympanic artery 
and the auriculo-temporal nerve,® all of 
which bear an intimate relationship to the 
temporo-mandibular articulation, there is no 
doubt in the author’s mind that if not by 
direct stimulation, then at least by indirect 
stimulation of these structures, certain neuro- 
logical symptoms may develop, such being now 
well known under the name of Costen’s 
Syndrome, when the condyle is forced to 
function too distally in the fossa. The proof 
of this lies in the fact that clinical evidence 
demonstrates that in cases where it can 
definitely be established radiologically that 
there is a temporo-mandibular disorder with 
the condyle functioning further distally in the 
fossa than normal, and with Costen’s 
Syndrome symptoms present, occlusal recon- 
struction brings considerable relief in many 
cases, and in fact in a number of cases an 
almost dramatic complete cessation of symp- 
toms in an amazingly short period of time. 
The symptoms of such temporo-mandibular 
disorders, described by Costen,!2 may include 
any of the following: pain in or around the 
temporo-mandibular joint, neuralgia, trau- 
matic, noisy, limited in excessive movement of 
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the mandible, burning, prickling sensation of 
the tongue with perhaps accompanying herpes, 
a metallic taste, dryness of the mouth due to 
the disturbed function of the salivary glands, 
and possibly mild catarrhal deafness. In 
regard to the last mentioned of these symp- 
toms, although a number of cases have been 
reported where improvement in the hearing 
has been claimed following correction of the 
malocclusion, the mechanism by which this is 
achieved and the initial cause of the symptom 
is not completely understood although there 
are several plausible theories advanced in this 
regard. 


It must be remembered that even in exces- 
sive closure of the vertical dimension, the 
individual symptoms of Costen’s Syndrome 
need not necessarily be demonstrated as an 
immediate sequellae. A number of cases of 
this nature have already been recorded.12 


In cases where the occlusion is an acquired 
Class III type caused by the continued use of 
poorly occluding dentures having an overclosed 
vertical dimension, the condyle may sometimes 
function more anteriorly than normal, thus 
throwing greater strain on the external 
pterygoid muscles during function. A _ con- 
tinuance of this condition may cause a 
subluxation of the temporo-mandibular joint 
or a compensatory change in the temporo- 
mandibular articulation as pointed out earlier. 


Walsh’® has recently stated the importance 
of recognition of the effect of conditioned 
reflexes on the balance of the muscles of mas- 
tication and has related the effect of body 
posture to this balance. Not only the rest 
position, but also the co-ordinated muscle 
movement needed to register centric relation 
must be similarly effected. Before the removal 
of teeth, bad occlusal habits may develop due 
to malocclusion, or the need for avoiding the 
painful sequellae of using broken down teeth 
or teeth supported by imperfect periodontal 
tissues. The absence of teeth which have not 
been replaced by a satisfactory prosthetic sub- 
stitute may also cause a patient to prefer to 
chew on one side of the mouth and avoid the 
other. The effects of such imbalance can be 
observed clinically in a number of cases as 
either an asymmetrical muscular development 
in younger patients or an asymmetrical 
muscular atrophy in older patients. 


In one instance, the author has observed a 
female patient aged 52 who, having had the 
lower teeth removed some sixteen years before 
without their being replaced by any denture 
at all, was unable to move the mandible in 
any way other than as a simple hinge. It 
took some three months of exercise and 
manipulation including the construction of 
satisfactory dentures before even limited pro- 
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trusive or lateral movements of the mandible 
were possible. 

Atrophie changes in any muscle from what- 
ever cause may also result in modification 
of the structure of the mandible and/or 
the temporo-mandibular articulation. Experi- 
mental work performed by Horowitz and 
Shapiro! indicates that loss of the stimulus 
of function by certain of the masticatory 
muscles may cause modification of the outer 
form and the internal structure of the 
mandible and the temporo-mandibular joint. 

In the edentulous patient, habits may have 
developed due to a malocclusion in the natural 
teeth before their removal. These habits are 
not necessarily immediately corrected after 
the removal of the teeth together with their 
eccentric guiding influence, and it may take 
some time before a correct pattern of man- 
dibular movement supervenes. Similarly, with 
ill-fitting dentures, an occlusal position may 
develop as a result of a conscious attempt on 
the part of the patient to either avoid a pain- 
ful type of occlusal position or in an endeavour 
to obtain maximum efficiency from unsatisfac- 
tory dentures. Although the first movements 
may be conscious movements, they eventually 
follow as the result of conditioned reflexes and 
as such are generally subconscious movements. 


Frequently the extra-oral manifestations of 
an excessively closed vertical dimension are 
the only conditions which cause the patient to 
request dental attention. The overclosure may 
give the patient an appearance of pseudo- 
prognathism. The tissues become lax, and deep 
creases develop radiating from the commis- 
sures of the lips. Due to the loss of tone in 
the modiolus, and the folding of tissues at the 
commissures of the lips, saliva may be per- 
mitted to escape in an uncontrolled manner 
causing, among other things, angular cheilitis. 
Action to remedy these defects must be con- 
sidered when determining to what extent the 
vertical dimension should be restored as gen- 
erally this condition cannot be eliminated 
unless complete restoration of the lost vertical 
dimension is attempted. 


ABNORMALITIES AND THEIR EFFECT IN THE 
REGISTRATION OF CENTRIC RELATION. 


Too frequently in dealing with a subject of 
this nature, the case of the patient with an 
abnormality is disregarded. While it is not 
intended to dwell on these cases, it is con- 
sidered that the discusson would be incomplete 
without some reference being made to them. 


Consideration has already been given to the 
eccentric masticatory pattern formed by 
habit. Habit, such as mouth-breathing, may 
similarly affect the rest position, because 
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the habitual separation of the jaws does not 
permit an easy estimation of the rest position 
apart from all the pathological damage of the 
tissue involved by continued muscle imbalance. 


A considerable number of patients are sub- 
ject to muscular hypertension of the mas- 
ticatory muscles due to psychomatic disturb- 
ances.15 These hypertensions are not neces- 
sarily bilateral nor are they restricted essen- 
tially to one set of muscles, but frequently 
affect different groups of muscles at different 
phases of the disturbance. Without the use of 
sedatives and possibly psychiatric treatment, 
it may be impossible to have these patients 
relax sufficiently to obtain a physiologically 
unstrained centric relation.‘ If centric rela- 
tion is registered in the strained relationship, 
any improvement in the patient’s general 
medical or mental condition may cause a mal- 
occlusion in the dentures which were appar- 
ently mechanically perfect at the time of 
insertion. 


Bruxism, or teeth clenching and grinding, 
also considered to be the result of psychic 
tension, if persistent after the constrvction of 
the dentures may cause more failures than is 
generally recognised. 


Congenital conditions such as malformations 
or deformities of any of the structures of the 
masticatory mechanism make the registration 
of a centric registration difficult if not impos- 
sible. Degeneration of or hyperstimulation 
of the central nervous system from whatever 
cause may make the assessment of a satis- 
factory vertical dimension either most difficult 
or impossible. 


Finally, the effect of tumours in and around 
the jaws and the temporo-mandibular articu- 
lation should be considered. In this group 
such conditions as goitre, macroglossia, macro- 
cheilia, acromegaly, tumours of the floor of 
the mouth and the salivary glands, large 
cysts of the mandible and, in fact, any deform- 
ing pathological condition either in the osseous 
or soft tissues in the area may make the regis- 
tration of centric relation impossible until the 
pathological condition is eliminated. Even 
then, the formation of scar tissue post- 
operatively may introduce similar difficulties. 


CONSIDERATIONS REGARDING ESTIMATION OF 
VERTICAL DIMENSION. 


Before attempting to register centric rela- 
tion it is important to have in mind exactly 
what one wishes to record. In general, it is 
agreed that the rest position is sufficiently 
constant at any one time to be used as the 
starting point for estimating ‘the acceptable 
vertical dimension. We know that in the rest 
position, the opposing teeth are approximately 
3 mm. apart anteriorly, when natural teeth 
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are present. This is only an average measure- 
ment as the displacement may be from 1 mm. 
to 5 or 6 mm., without being considered to 
be abnormal. The fact remains that a free- 
way space must be observed. It is now a 
matter of deciding how much free-way space 
to employ. It is suggested that in normal cases 
if a free-way space of 2 mm. be allowed at 
the time of centric registration the “settling” 
of the new dentures and subsequent occlusal 
correction will increase the space by 1-2 mm., 
resulting in an eventual free-way space of 
from 3-4 mm. Aesthetic and phonetic consid- 
erations will aid the operator in the final 
choice in estimating the vertical dimension. 


Another problem facing the operator is 
that of deciding whether or not to restore the 
full amount of loss in vertical dimension. 
In general it is considered that with a healthy 
patient, particularly younger patients, every 
attempt should be made to re-establish the 
normal vertical dimension. In elderly patients 
who have functioned at a considerably closed 
vertical dimension for a number of years, 
unless such symptoms as Costen’s Syndrome 
or angular cheilitis are present it is often 
wiser not to attempt to recover the total loss 
in vertical dimension, or at least not in one 
stage. It is found in these cases who usually 
have little if any lower ridge, and possibly 
a flabby upper ridge, that the increase in den- 
ture space makes the lower denture so com- 
paratively high that the patient is not readily 
able to make the full muscle re-adjustment 
necessary without considerable discomfort. 
Patients in their declining years do not neces- 
sarily welcome the attempt to restore loss of 
vertical dimension completely, and may dis- 
card the new dentures in favour of the 
previous unsatisfactory dentures and nothing 
is gained. 


With any patient, irrespective of age, 
where painful symptoms of overclosure are 
apparent and troublesome, the vertical dimen- 
sion must be completely restored, and the 
patient advised of the need for co-operation 
in the difficult period of muscle re-education. 
The decision as to whether or not recovery of 
the lost vertical dimension should be effected 
in one or more operations must lie with the 
operator after weighing all the circumstances 
of each case. 


Bite-force registration as a constantly 
accurate method of determining correct ver- 
tical dimension has been discussed earlier. In 
this paper, use of this method is not recom- 
mended as following discussion will indicate 
that a virtually static and non-compression 
record is considered preferable to any pro- 
cedure where possible displacing pressure is 
employed. 
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It is not proper to close this phase of the 
discussion without paying some attention to 
pre-extraction records as an aid to establish- 
ing the correct vertical dimension. There is 
no doubt that invaluable information is 
obtained from pre-extraction records as to 
colour, arrangements, size and positioning of 
teeth and the contour of the surrounding 
tissues. However, no good purpose appears to 
be served by recording an actual pre-extrac- 
tion record of the vertical dimension because 
firstly there is no entirely accurate method of 
transferring this record to the patient sub- 
sequent to the removal of the teeth. The 
nearest approach to perfection in this regard 
is possibly the cephalometric method of 
measurement,!? but for normal general prac- 
tice, this method is out of the question, and 
in any case is subject to considerable variation 
as to its absolute accuracy in practical appli- 
cation to date. , 

It is not intended to suggest that occlusal 
records are of no value as pre-extraction 
records preparatory to constructing immediate 
dentures. What it is intended to convey is that 
centric records, rather than occlusal records, 
in these cases would be of greater value. In the 
cases under discussion, that is, where patients 
present to have full dentures constructed, 
having previously worn other full dentures, 
or perhaps none at all, that pre-extraction 
data is of little use in establishing the correct 
acceptable vertical dimension. The operator 
must also face up to the fact that it is not 
always wise to carry over the faults of occlu- 
sion with natural teeth into the full dentures 
where many additional mechanical factors 
intervene. Mention has already been made of 
the effect on occlusal relationships of con- 
ditioned reflexes, and to continue or attempt to 
continue with these faults in the artificial sub- 
stitutes by the use of pre-extraction records 
is nothing but detrimental to a satisfactory 
result. 


It is realised that there are other methods 
of recording pre-extraction vertical dimension 
data, such as templates, facial measurements, 
etc., but when it is considered that the rest 
position is so constant that it varies little if 
at all whether or not teeth are present, its 
use obviates the need for elaborate methods of 
attempting to record accurately the pre- 
extraction vertical dimension. 


In the final analysis, the “acceptable ver- 
tical dimension” is purely an estimation on 
the part of the operator as to what he con- 
siders the correct dimension should be for a 
particular patient at a particular time after 
taking into consideration the dental and 
medical history of the patient. Aesthetic and 
phonetic considerations are a considerable aid 
in estimating the acceptable vertical dimen- 


sion, but it must be reiterated that there are 
no data which will determine for the operator 
exactly that a particular vertical dimension 
is the one and only one for any particular 
patient. 

Having determined an acceptable vertical 
dimension for the patient, it is then necessary 
to record a centric relationship and that will 
be the position where, at the acceptable ver- 
tical dimension, the condyles are in the most 
physiologically retruded position in the glenoid 
fossae. Note that this is not necessarily the 
most distal position obtainable in the fossae, 
as the latter position may give rise to 
unwanted sequellae. 

RECORDING CENTRIC RELATION. . 

Satisfactory casts must first be prepared 
from impressions which meet all the standard 


Fig. 1.—Bite-plate firmly seated on cast while bite-rim 
is adjusted. Such stabilisation prevents possible distortion 
usually caused by free-hand manipulation. 
requirements. On these casts, it is necessary 
to construct satisfactory bite plates which 
must conform to the cardinal rules of fitting 
the mouth accurately and permitting all neces- 
sary manipulations without distortion. That 
means that it is useless to record an accurate 
centric relation unless such record can be cor- 
rectly re-oriented on the casts. This will 
indicate the need to prevent distortion of the 
bases, and the best method of doing this is 


Fig. 2.—Cast covered by layer of 0.001 in. tin foil. 
Shellac base plate previously adapted to cast is loaded 
with zinc-oxide impression paste preparatory to seating 
on foiled cast. 
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to make no extra-oral adjustments to any bite 
plate without it being correctly seated on the 
appropriate cast. (Figs. 1 and 5.) In cases 


where there are marked undercuts on the 
model which would cause abrasion of the cast 
each time the base plate 


is removed and 


Fig. 8.—Appearance of tissue surface of bite-plate after 
impression paste hs set and bite-plate removed from 
cast. 


replaced on the cast, such undercuts should be 
eliminated temporarily with wax prior to the 
construction of the base-plate. 

Base-plates may be made of acrylic resin, 
shellac base-plate (preferably lined with a 
zine oxide paste and strengthened with firm 
wire strengtheners—see figures 2 and 3), or 
any other material which is hard enough to 
resist distortion within the oral cavity and at 
the same time not damage the oral tissues. 
Irrespective of what material is selected for 
the base of the bite-plate, the base-plate must 
fit the tissues accurately without causing pain 
or soreness when firm pressure is applied. If 


Fig. 4.—Patient seated comfortably erect in chair with 
eyes looking straight ahead and head unsupported. 


a base-plate hurts the patient, then immedi- 
ately a reflex tends to prevent the patient 
closing the jaws in the position where it is 
hurtful to the patient. Until the base is 
adjusted so as to be comfortable, it is impos- 
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sible to record a correct unstrained centric 
relationship. 

The patient should be comfortably seated 
in the dental chair in an erect posture with 
the head erect and the eyes looking straight 
forward. (Fig. 4.) The upper bite rim is 
placed in the mouth and tested for retention. 
When retention of the base-plate is satisfac- 
tory, the labial frenum region is checked to 
ascertain whether or not there is correct free- 
dom of movement. If this is not done at this 
stage, subsequent adjustment may alter the 
amount of teeth exposed when the lip is at 
rest in such a way as to interfere with the 
aesthetics of the finished case. Adjust the 
labial contour of the bite-rim to the correct 
aesthetic dimension and then select the length 
of the upper rim. Although in a number of 
cases, approximately 1-2 mm. of  bite-rim 
should be exposed when the upper lip is at 
rest ‘vith the mouth slightly opened, this is 
not an infallible guice. This estimation can 
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Fig. 5.—Bite-plate seated on cast. Heated composition 
rim pressed to oiled flat surface (plate-glass) to adjust 
direction of incisal plane and plane of orientation. After 
chilling, excess is removed as in figure 1. 
only be made satisfactorily with considerable 
experience. Pre-extraction records, photos, 
lip curve and actual length of estimated den- 
ture space for the upper denture will aid the 
operator. Test the selected length of the rim 
by using the sounds “f” as in “fifty-five” 
when the lower lip should make an explosive 
sound as it passes over the incisal edge of the 
upper bite-rim, and the sound “th” as in 
“this.” In the latter case, the tongue should 
be able to pass comfortably beneath the incisal 
edge of the upper rim. 

Having determined the length of the upper 
rim, the incisal plane and tooth plane should 
then be adjusted to parallel the horizontal 
plane. If the patient is sitting with head erect 
and so that the alar-tragus plane is parallel 
to the floor, the horizontal plane for that 
patient will be parallel to the floor. The 
easiest method of parallelling the occlusal sur- 
face of the bite-rim is to set the bite-plate 
accurately on the cast. Heat the occlusal sur- 
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face of the rim and press onto an oiled glass 
slab until the correction is made. (Fig. 5.) 
Chill the rim, and remove excess material 
with a scalpel (Fig. 1). 


The easiest method of observing whether or 
not the adjustment is correct is to elevate the 
chair until the patient’s mouth is at eye level 
of the operator. Separate the lips with the 
index fingers of both hands as in figure 6 
and a direct simultaneous view will be 
obtained of both incisal and tooth planes. If 
in doubt, a Fox-type bite plane indicator may 
be used to aid selection of correct planes. It 
is noted that the incisal plane is not adjusted 
parallel to the inter-pupillary line, because 
more often than not, this plane is not 
synonymous with the horizontal plane due to 
the asymmetrical position of the eyes in a 
great number of faces. 


The centre line is then marked on the bite- 
rim. Generally this is marked to coincide 
with the median sagittal plane of the head 
rather than using the philtrum of the upper 
lip or centre of nose. Due to the too often 
asymmetrical placement of the nose and the 
philtrum of the upper lip, the placement of 
the centre line in accordance with these struc- 
tures is frequently bad aesthetically as well as 
adding to the difficulty of setting the artificial 
teeth symmetrically in relation to the ridge. 


Now ensure that the patient is sitting up- 
right and comfortable with head unsupported. 
Mark two points on the face, one on the con- 
vex surface of the upper lip and the other on 
a similar surface of the chin. A ball point pen 
is often satisfactory for this procedure. 
Request the patient to say the letter ‘m” 
a number of times, swallowing after each 
sound, and allowing the lips to rest together 
lightly. Repeat this procedure until such time 
as the distance between the two points is con- 
stant when measured by any convenient meas- 
uring device (a marked sheet of wax, calipers, 
etc.). For this patient, and for this series 
of appointments, this is the vertical dimen- 
sion for the rest position of the mandible. 
From this measurement a gauge is made, the 
length of which is approximately 2 mm. short 
of the rest vertical dimension. This measure- 
ment will be the basic acceptable vertical 
dimension for the patient unless further tests 
indicate that it is unacceptable. 


Lubricate the bite-rim of the upper base- 
plate after carving bite-blocks on its occlusal 
surface in the region of the second bicuspid 
area, and replace firmly in the mouth. Insert 
the lower base plate. Check it for accuracy 
of fit and comfort. Remove the base plate 
and after heating the occlusal surface of the 
bite-rim, replace in the mouth and have the 
patient close together lightly until a position 
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is reached which is identical with the trial 
vertical dimension previously determined. 
Request the patient to “let the teeth touch 
together lightly” several times, and when this 
can be repeated without lateral deviation of 
the mandible, the centre line on the upper 
rim is continued onto the labial surface of 
the lower rim so that for future records any 
lateral deviation by the mandible will be 
readily observable. 

Have the patient count from 1 to 10 first 
slowly then rapidly.'* Ask the patient to say 
such words as “Mississippi,” “satisfactory,” 
“mother,” “fifty-five” and “one thousand.” In 
all these phonetic tests, the bite-rims should 
not touch, the tongue should be permitted to 
pass between the anterior part of the rims 
in the “th” sounds, and exploding “f’ sounds 
permitted by correct relation of the ‘ower lip 
to the incisal edge of the upper bite-rim. 
Question the patient as to the comfort of the 
occlusal] position and check the aesthetic effect 
produced to date with the patient. If the bite- 
plates meet all the requirements indicated, 
then the correct acceptable vertical dimension 
has been estimated. The operator must now 
record centric relationship, having in mind 
that such a position is three dimensional. 

Techniques vary considerably from here on, 
but essentially resolve into intra-oral wax 
records (thermo-set) or intra-oral plaster type 


Fig. 6.—-Chair height adjusted to eye-level of operator. 
Lips separated by index fingers give simultaneous view 
of incisal and tooth planes indicating degree of 
correction required. 
(chemical set) records employing a central 
bearing pin appliance. The author prefers 
intra-oral wax records, thus sharing the 
opinions of Schlosser’® and Schuyler,?° who 
believe that not only are they entirely 


adequate, but are as accurate in most cases 
and more accurate in many cases than records 
taken by any other means. 

After the estimated acceptable vertical 
dimension has been recorded on some measur- 
ing device, the head rest is brought into con- 
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tact with the back of the head (Fig. 7). The 
head rest is placed in this position not to 
support the head vertically, but to prevent its 
distal displacement should the patient involun- 
tarily draw away from the operator when the 
mouth is approached. Although some opera- 
tors make the centric registration in the 
horizontal supine position of the patient?! or 
at least in the deeply reclining position!® it is 
considered that any position is unacceptable 


Fig. 7.—‘“‘Wings’” of wax or modelling compound 
attached to lateral surface of bite-rim in 2nd _ bicuspid- 
lst molar region, in order to permit digital assistance 
to stabilisation of bite-plate during centric registration. 
except that in which it is intended that the 
dentures should function. Reverting to the 
study of the muscles of mastication and other 
associate muscles, it will be noted that when 
the head is distally placed, the force of gravity 
adds as an altered factor to those forces oper- 
ating when the head is erect, when the force of 
gravity is a vertical one in relation to the 
patient, counteracted by the tonus of the eleva- 
tor muscles of the mandible. The force of 
gravity is claimed by authors just referred to, 
to “facilitate” the registration of correct cen- 
tric by forcing the condyle into the distal por- 
tion of the glenoid fossa, whereas in actual 
fact it cannot be regarded as physiologically 
normal. In a backward movement of the head, 
the platysma muscle together with other 
structures of the neck tends to pull the 
anterior portion of the mandible downwards 
and backwards. In this position, the slightest 
movement of the head from the saggital plane 
will cause the force of gravity to swing the 
mandible to the side to which the deviation 
has occurred and premature contact on 
closure will occur in the posterior region on 
the opposite side of the mouth. These facts 
serve to emphasise again that the infra- 
mandibular muscles and the force of gravity 
cannot be excluded in any discussion on the 
function of the muscles of mastication. 
Similarly, when the head is allowed to drop 
forward from its normal erect position, the 
physical presence of the structures of the 
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neck preclude the recording of centric relation- 
ship in an unstrained position. 

Another method advanced for facilitating 
an unstrained centric registration is the “tir- 
ing of the muscles of mastication” in order 
that after they are fatigued a registration 
of centric will be more readily achieved.?? 
After continuous strong exercise, it is not 
always possible to obtain normal rest position 
of the muscles for some time, because in most 
cases, a hypertonicity of the muscles ensues.’ 
This casts a strong doubt as to the wisdom of 
carrying out excessive mandibular movements 
such as prolonged protrusive movements in an 
effort to obtain “relaxation.” 

It must be recognised additionally that 
chronic disorders of the temporo-mandibular 
joint, postural muscle reflexes,’ hypertonicity 
(as in trismus) and hypotonicity (as seen in 
fatigue, debilitating diseases and conditions of 
general diminished tonicity)!5 may all exert 
sufficient effect as to make the attempt to 
record a physiological centric registration im- 
possible at this stage of the procedure. It is 
acknowledged, however, that with the correct 
vertical opening and the registration of the 
most distal unstrained position of the condyles 
possible at the time, it is possible to build 
dentures which would be _ satisfactory at 
the time of insertion. After continued wearing 
of the dentures which have been constructed 
faithfully to the correct records, a correction 
of conditioned reflexes and pathological dis- 
orders of the temporo-mandibular joints with 
muscle re-adjustment may occur. This gener- 
ally results in a further retrusion of the 
mandible. This retrusion produces clinically 
an opening of the bite by premature cusp 
contact posteriorly. Correct centric can, how- 


Fig. 8.—Headrest now adjusted to contact back of head 
to prevent its distal displacement during centric 
registration. It is not to give vertical support to head. 


ever, be restored in most cases by occlusal 
correction provided that the distal displace- 
ment of the mandible is no greater than half 
the mesio-distal width of a bicuspid tooth on 
the denture. 
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If the lower bite-plate is subject to lateral 
or distal displacement due to an excessively 
resorbed or flabby ridge, wings of wax or 
modelling compounds are added to the buccal 
surface of the lower bite-rim in the second 
bicuspid-first molar region (Fig. 8) in such 
a way as to be free of occlusion and permit 
vertical seating pressure by the index fingers 
of both hands while the chin is reciprocally 
supported by the thumbs (Fig. 9). 


The process of closing from rest position 
to centric position is practised by the operator. 
In a co-operative patient, an instruction is 
given to “touch the back teeth together 
gently.” With other cases, the patient is 
asked to relax, and while attention is diverted 
from the operation the jaws are mechanically 
closed with a slight tapping motion. With 
practice, it is possible to detect when the 
patient is relaxed, and the condyle will be 
felt to move into the distal portion of the 
fossa when light pressure is exerted on the 
point of the chin by the thumb. In some 
instances, it is wise to prepare the patient 
by premedication,'® exercises, and possibly 
physiotherapy. 


The final stage of registration of centric 
occlusion is now _ possible. Lubricate the 
occlusal surface of the upper bite-rim and 
securely reinsert the upper base-plate. Reduce 
the occlusal surface of the lower bite-rim 
3 mm. all round. Modelling wax is heated in a 
flame and when softened is rolled on itself 
until a roll of homogeneously soft wax is made 
approximately 3 mm. thick. This softened wax 
is rapidly luted to the occlusal surface of the 
lower bite-rim in the bicuspid and molar 
region, leaving the incisor region quite free. 
The base-plate is quickly placed in the mouth 
and while retaining it in position as formerly 
described, with the condyles in their correct 
position in the fossae, the closure is effected 
through 1 mm. of softened wax only. The 
record is removed from the mouth and chilled. 
It is examined to ensure that the opposing 
bite-rim has not penetrated completely the 
softened wax at any point. If this has 
occurred the record is valueless. It should be 
discarded and a fresh record taken. Wax 
cannot be satisfactorily warmed to a uniform 
consistency of softness by dry heat by using 
a heated wax-spatula, or even by the flame of 
an alcohol torch. Even one small area of wax 
which is not as soft as the other part of the 
wax record, will cause an eccentric record, as 
the record will stop at the firmer wax while 
on the opposing side the force of leverage will 
force the hard rim further through the soft- 
ened wax if any pressure is applied. It is 
for this reason that wax records do not 
attain the recognition which they deserve. As 
in many other cases in dentistry, it is not 
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the material which is at fault, it is the method 
of handling it. 

After the record has been chilled, the bite- 
plate with the record attached is returned to 
the mouth and the record is checked again 
with all the data previously obtained. If there 
is any premature contact or variation from 
the record previously decided upon, then the 
wax record is removed completely from the 
rim and a new record taken. 

When it is considered that the recording of 
centric registration is correct, the bite-blocks 
are again placed back on the casts and 
occluded in the centric relation. If there is 
any obstacle present to prevent this orienta- 
tion, such obstacle should be removed, and if 
its removal could in any way interfere with 
the occlusal record taken, the record should 
be discarded and a new record taken. 

With this centric record and the use of a 
face-bow, depending on the type of articulator 
used, the casts are oriented on an adjustable 
articulator of the operator’s choice. 

In an overwhelming majority of cases the 
record thus made is as perfect as conditions 
will permit at the time. The operator has full 
control of the procedure, is able to feel when 


Fig. 9.—Lower bite-plate seated on lower ridge with 
index fingers supplying slight direct vertical stabilising 
pressure on the wax “wings” while mandible is 
reciprocally supported by the thumbs. 
relaxation of the masticatory muscles is 
achieved and condylar retrusion is satisfac- 
tory. He is not dependent on the unskilled 
execution of his orders by a patient who is 
mostly unpractised in voluntary control of the 
muscles of mastication and knowingly carries 
out this pattern of closure. 

Where the operator thinks that there may 
be a discrepancy, which he is unable to detect 
by other means, it is suggested that where 
practicable he make use of a central bearing 
pin appliance registration appliance. 

If this method is followed, the procedure 
already described is not varied up to the stage 
of mounting the casts on the articulator with 
wax records. From this point, however, it is 
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necessary to mount a central bearing pin 
appliance on the upper and lower base-plates, 
the lower rim being reduced so that there is no 
possibility of contact in any lateral or pro- 
trusive movement. The bearing pin _ is 
adjusted to the recorded vertical dimension. 
Place the upper rim in position after coating 
the scribing plate. Place the lower bite-plate 
in position. Ask the patient to move the 
mandible forwards and then backwards while 
keeping his “teeth” together, and then open. 
Observe the pattern on the scribing plate. If 
it is a straight line, then re-insert the lower 
bite-plate in the mouth. Have the patient 
move the mandible forwards and then back- 
wards. Then ask him to move the jaw to the 
left side and open his mouth. Repeat this for 
the right lateral movement. Remove the upper 
base-plate and examine the Gothic arch traced 
on the scribing plate. For a_ satisfactory 
record the apex of the Gothic arch tracing 
should be definite, although in some cases, due 
to an exaggerated Bennett movement, the 
apex of the Gothic arch tracing is not always 
a sharp angular point. This procedure is con- 
tinued, renewing the recording surface each 
time, until a satisfactory Gothic arch tracing 
is recorded. The appliance is then adjusted, 
depending on the type of appliance used, so 
as to indicate the position of centric relation 
after the base-plates are returned to the 
mouth. In this position, the patient is 
instructed to hold the jaws together lightly, 
and plaster is inserted between the rims. 
When the plaster has set, the bite-plates are 
removed from the mouth and replaced on the 
articulator, and if found at variance with the 
previous wax record, the lower cast is removed 
from the articulator and remounted in accord- 
ance with the new record. 

It will be noted that reference has only been 
made to intra-oral Gothic arch tracing devices. 
For edentulous cases, most modern techniques 
eliminate extra-oral tracing devices as it is 
realised that even the small weight of the 
extra-oral tracing device can be sufficient to 
cause a displacement of the base-plate even 
though at the point of application of the 
tracing pin, the jaws are in true centric rela- 
tion. The interference with normal lip contact 
also adds an additional factor which may cause 
an error in recording. 

The procedure of using central-bearing pin 
appliances cannot be dismissed without atten- 
tion being drawn to the following facts; this 
type of appliance cannot be used entirely 
satisfactorily in either an extreme Class II 
or Class III type of occlusion. Due to the 
nature of the appliance, it can only be used 
satisfactorily when the pin and the centre of 
the recording plate are exactly in the centre 
of both arches;23 in Class II and Class III 
types of occlusion the difficulty of evenly dis- 


The Dental Journal of Australia 


tributing the occlusal stress during the record- 
ing makes these records inferior to well taken 
intra-oral wax records. Additionally, this 
type of appliance cannot be used with unco- 
operative patients, patients with deficient or 
excessively flabby ridges, or patients of small 
mental calibre, as frequently patients are 
physically incapable of doing such apparently 
simple things as moving the mandible either 
to the right or left side, of even protruding 
the mandible at all, or even touching the back 
cof the palate with the tongue when so 
instructed. 

Methods of “chewing in” the occlusal planes 
of bite-rims?4 are worthy of consideration in 
certain selected cases, but as these are gener- 
ally the cases which are more simply dealt 
with by the method just described, no further 
consideration of this method will be given in 
this paper. 

There is, however, a compromise between 
the intra-oral wax recording method and the 
central bearing pin appliance method, which 
possibly overcomes the difficulties of both pro- 
cedures and it is presented as such. Follow 
out the directions for intra-oral wax recording 
up to the stage where a centric registration 
has been made. Then reduce the lower bite- 
rim so that it is completely out of contact with 
the upper rim except over an area of not more 
than 5 mm. on each side in the region of the 
second bicuspid-first molar where the centric 
record is retained intact. Re-insert the lower 
rim in the mouth and ask the patient whether 
even pressure is felt on both sides. When 
there is no premature contact on either side 
and with the bite-rims together in the centric 
relation and with contact only in the restricted 
area mentioned, plaster is introduced between 
the bite-rims in the same manner as for the 
central bearing-pin appliance method. This 
record is removed from the mouth together 
with the bite-plates and the casts oriented on 
the articulator as previously described. 


In the foregoing discussions, it has been con- 
venient in general to consider that the case 
under discussion was a Class I type of occlu- 
sion. [n this case, as with all types of occlu- 
sion, the occlusal wax record should only cover 
that portion of the bite-rim on which direct 
pressure is brought to bear in centric relation. 
In the Class I type of occlusion, the area 
covered would be that of the bicuspids and 
molars only. In other types of occlusion the 
same principle applies, only in these cases the 
exact area of occlusal pressure varies. In the 
Class II cases it may be necessary to record 
the occlusal contact over the cuspid to second 
molar area, the first lower bicuspid teeth 
being frequently omitted from the set-up. In 
these cases, the occlusal contact may be over 
a comparatively smaller area, and the need 
for as great a contact in the posterior region 


5 
‘ 


January - February, 1953 


as possible is evident. In Class III types of 
occlusion, it is often necessary to set the teeth 
with an edge-to-edge relationship anteriorly, 
that is, with incisal contact in centric relation. 
In these cases, it would then be necessary to 
record centric relation with the recording wax 
covering the whole of the incisal and occlusal 
surfaces. 


SUMMARY. 


1. The anatomical structures connected with 
the registration of centric relation have been 
described, and their function discussed. 

2. The physiology of the muscles of mas- 
tication has been considered as it affects 
centric registration. 

3. Mention has been made of those factors 
which render the registration of correct, centric 
relation temporarily impracticable if not 
impossible. 

4. The modern concept of anatomy and 
kinesiology has been related to techniques for 
centric registration, and from this considera- 
tion, a technique has been evolved which 
contains the best features of a number of 
methods, while attempting to eradicate those 
phases which are considered not to be 
physiological in concept. 

5. As further knowledge is gained regarding 
detailed anatomy and function of the mas- 
ticatory mechanism, it will be necessary to 
review present methods of centric registra- 
tion. However, at present it is considered that 
adherence to the technique outlined in this 
paper will not only prove satisfactory in prac- 
tically all cases, but at the same time be 
regarded as a rational approach to recording 
centric relation in full denture construction. 
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Infection of the Maxilla in 
Relation to Maxillary Sinusitis” 


W. E. Fleming, M.B., B.S., D.D.Sec. (Melb.)+ 


The type of infection under discussion is 
usually referred to in the literature as “dental 
infection.” This term, however, is too narrow 
and not very accurate, for the following 
reasons. 

1. Every untreated infected tooth ultimately 
produces infection of the adjacent jaw bone. 
(a) If the pulp of the tooth becomes septic, 
the bone at the apex of the root becomes in- 
fected as soon as the organisms or their toxins 
pass through the foramina of the root apex. 
(b) In the case of periodontal disease (so- 
called pyorrhoea alveolaris) the infection is 
outside the tooth from the beginning, the 
initial lesion being an ulceration of the sur- 
face of the gum which is in contact with the 
tooth. From there infection spreads into the 
periodontal membrane, and a rarefying osteitis 
of the bone of the tooth socket follows. 

2. Infection may remain in the bone long 
after all the teeth have been successfully 
removed. This occurs in the condition known 
as residual osteitis and in cysts of various 
types which have become infected. 


*Read at a meeting of the Section of Oto-Rhino- 
Laryngology, Australasian Medical Congress (British 
Medical Association), Eighth Session, Melbourne, 
August 25 to 29, 1952. 

This paper is being published simultaneously in the 
Medical Journal of Australia. 

'Honorary Assistant Surgeon (Ear, Nose and Throat), 
Eye and Ear Hospital, Melbourne. 
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3. Infection of the jaw bone may follow 
trauma. 

Estimations of the importance of this 
source of infection in the causation of maxil- 
lary sinusitis have varied greatly in the past 
fifty years. At the early part of the present 
century some writers expressed the opinion 
that nearly all cases of antrum infection were 
caused by infected teeth. Twenty or thirty 
years later most estimates ranged between 
15% and 30%. More recently there has been 
a tendency to discount the connection still 
further, till at the present time most writers 
either dismiss the subject in a few lines or 
ignore it altogether. The writer believes that 
the pendulum has swung much too far in this 
direction. 

It has frequently been his experience, when 
performing an antrostomy for the revovery of 
a tooth root which has been forced into the 
antrum, to find hyperplasia of the lining con- 
fined to the floor of the cavity, or in some 
cases extending to the nasal wall, while the 
remainder of the lining is of normal appear- 
ance. A _ similar condition has often been 
observed during repair of oro-antral fistulae, 
when it has been possible to view the cavity of 
the antrum. Both of these conditions, oro- 
antral fistula and “tooth root in antrum,” are 
usually produced as the unfortunate sequel 
of a difficult tooth extraction, and the tooth is 
usually an infected one. 

A few years ago it was decided to make a 
histological study of antral mucosa taken 
from a number of patients with clinical and/or 
radiographic evidence of infection of the jaw 
near the antrum. To date 32 cases have been 
examined. Three specimens were obtained 
from a public hospital, where, in the extrac- 
tion of teeth, part of the jaw bone, including 
portion of the floor of the antrum with its 
lining, came away with the tooth. In the 
remaining cases the specimens were obtained 
by the following procedure. 

A flap of oral muco-periosteum was reflected 
in order to expose the infected area of the 
jaw bone. The source of the infection was 
eradicated and the bone curetted. In many 
cases a defect was found in the antral wall, 
part of the antral lining being exposed, and 
a portion of this was taken for biopsy. In ten 
of the cases the antral wall was found intact 
and a small window was cut in the bone and 
a piece of the lining thus exposed removed for 
biopsy. Some examples of the histological 
sections made from these specimens are 
shown (Figs. 1-4). 

Of the various classifications of sinusitis, 
Swinburne’s! modification of that of Eggston 
and Woolf has been found the most satisfac- 
tory. He separates simple chronic sinusitis 
from chronic purulent sinusitis and sub- 
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divides the latter into the following types: 
(i) polypoid, (ii) sclerosing or fibrotic, (iii) 
glandular or adenomatous, (iv) papillary, 
(v) atrophic. 

If this classification is applied to the cases 
examined, the type forming about 70% of 
those examined so far is the sclerosing or 
fibrotic. In one case the type is glandular or 
adenomatous, and most of the remainder, 
from both their history and the _histo- 
pathology, appear to come under the heading 
of simple chronic sinusitis. 

The surprising result of this investigation is 
that in every patient examined a diseased 
antral lining has been found and that many 
patients have shown gross changes. 

The only work of a similar nature which a 
search of the literature has revealed is that 
of two German investigators, Zange and Hoep- 
fel. Their work was done on post-mortem 
material. The original articles in the German 
literature are not available in this country, 
but their findings are summarized by Thoma? 
as follows: 


Both state that in jaws containing infected teeth, in- 
flammatory changes in the membrane of the sinus are 
much more common than is generally believed. They 
may also occur when the bony wall of the sinus is intact. 
Hoepfel states that even if a relatively wide bone layer 
were present, separating the apex of the infected tooth 
from the sinus cavity, the membrane of the antrum 
might still show pathologic changes. Similar changes 
could be established also in the case of deep periodontal 
pockets. The marrow of the interposed spongiosa in 
these cases shows an inflammatory reaction, while the 
antral mucosa is affected by oedema, round celled infil- 
tration, fibrosis, and cystic degeneration. In other 
cases the apical destruction included the wall of the 
sinus, the bony defect either being filled with active or 
fibrosed granulation tissue, or containing a fistula. 

All these statements agree with the writer’s 
findings. 

The path of spread of infection from the jaw 
to the antrum is obvious when a bony defect 
exists in the antral wall. Spread through an 
intact antral wall is understandable if we 
remember that the blood vessels which supply 
the teeth and the bone surrounding them come 
down through the wall of the antrum. 

Strong*® inserted hypodermic needles into 
tooth sockets, cemented them in with radio- 
transparent cement, and injected lipiodol 
under pressure. He radiographed the speci- 
mens and reached the following conclusions: 
(i) The blood vessels on the outer and lateral 
walls of the antrum form a plexus. (ii) The 
vessels to the teeth are in the antral mucosa 
for the first half of their course, and only in 
the latter half are they in bony canals—some- 
times not even that. (iii) The blood supply 
to the antrum and that to the teeth are 
inseparable. 

These findings may be linked with the work 
of Okell and Elliott,s who found transient bac- 
teriaemia in a large proportion of cases after 
the extraction of septic teeth, and in a smaller 
percentage of cases where septic teeth were 
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Case II: Most of the section shows normal ciliated, 

pseudo-stratified columnar epithelium. There is consider- 

able infiltration of small round cells, polymorphonuclear 

leucocytes and a few plasma cells. The blood vessels 

are engorged and contain abnormal numbers of poly- 
morphonuclear leucocytes. 


Case V: There is complete destruction of epithelium. 
Most parts of the section contain numerous small round 
cells and plasma cells. Many areas’ show fibrotic 
changes. Degenerated glandular tissue is also present. 
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Case X: The antral mucosa was grossly thickened. 
There is extensive fibrosis and a moderate amount of 
infiltration with small round cells and plasma cells. 
Most of the blood vessels have thickened walls. In this 
illustration ciliated pseudo-stratified columnar epithelium 
is present, but most of the lining has no epithelium. 


Fig. 4. 
Case XXVII: Most of the epithelium lining has been 


destroyed. Large areas show a weak connective tissue 

stroma crowded with small round cells and plasma cells. 

Other areas not shown in this illustration are made up 

of fibrous connective tissue with comparatively little 
cellular infiltration. 


; Fig. 1. Fig. 3. : 
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present after minor degrees of trauma, such 
as brushing the gums or eating. 

If it is allowed that this source of infection 
is of importance in sinus disease, what can 
we do about it? 


DIAGNOSIS. 

A cursory glance around the mouth to see 
whether any obviously infected teeth are 
present is totally inadequate. The upper jaw 
should be carefully examined for less obvious 
signs and symptoms of infection, such as 
irregularity of the bone, swelling, tenderness 
on palpation, expression of pus et cetera. 

In most cases intraoral radiographs of the 
posterior part of the maxilla of both sides 
are absolutely essential. They will disclose 
the presence of buried root fragments, residual 
osteitis, cysts et cetera, which may defy detec- 
tion by any other means. Therefore in many 
cases the co-operation of a competent dental 
surgeon or a radiologist is necessary from the 
diagnostic point of view. 


TREATMENT. 

The treatment of the jaw infection itself is 
the province of the dental profession. 

1. Extraction of all posterior maxillary 
teeth with caries involving the pulp should be 
strongly urged. For many years it has been 
the opinion of the writer that, while root canal 
treatment may sometimes be permissible for 
single-rooted teeth, it should never be at- 
tempted for multi-rooted teeth—at least until 
some more satisfactory methods than those of 
the present day are evolved. The rhinologist 
should insist on this point of view. 

2. The removal of all root fragments, cysts, 
areas of chronic osteitis et cetera is the work 
of the dentist or oral surgeon, and must be 
carried out with great thoroughness. The 
writer is convinced that these operations 
should always be done under aseptic condi- 
tions, preferably in a_ hospital operating 
theatre and with adequate antibiotic coverage. 

3. Treatment of the sinus requires the fol- 
lowing measures: (i) In many cases the re- 
moval of the infected area from the maxilla 
cures the sinusitis without any further treat- 
ment. (ii) In some cases it is necessary or 
desirable to follow it up with one or more 
antral wash-outs. (iii) Lately the writer has 
adopted a third method of treatment for cases 
in which sinus radiographs show much hyper- 
plasia of the sinus floor, and in which a large 
opening in the bony wall of the antrum already 
exists. The hyperplastic mucosa of the sinus 
floor has been stripped out, the remainder of 
the lining being left intact. In most of the 
cases in which this plan has been adopted, 
washing out the sinus has not been necessary 
and the post-operative course has_ been 
particularly good. 


CONCLUSION. 


In conclusion, the writer does not wish it 
to be thought that he believes this type of 
infection to be the commonest primary cause 
of maxillary sinusitis. It may not be the main 
factor in as many as 20% or 30% of cases, 
but he is convinced that it is the primary 
cause in some cases of sinusitis and a con- 
tributory factor to the chronicity in many 
others. 
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Some Aspects of Pedodontia 
Relative to Orthodontia* 


Alan S. Burgess, M.D.S. (Syd.). 


The close relationship between pedodontia 
and orthodontia cannot be overemphasized for 
it is the pedodontist who sees the child first 
and it is he who must assume the task of pre- 
venting malocclusion wherever possible and of 
diagnosing early unfavourable trends in the 
growth and inter-relationship of dental struc- 
tures. Lamons! states: 


The family physicians of this country and not the 
specialists are the men most responsible for the health of 
the people as a whole. 


In the same light, the family dentists, or 
genera: practitioners of dentistry, and not the 
men who specialise in some branch of den- 
tistry, are responsible for the health of the 
oral cavity of the people as a whole. In the 
prevention of malocclusion the family dentist 
is the one who must practice prevention 
rather than the specialist or orthodontist. 


In ministering to the dental needs of 
children the dentist can no longer limit his 
practice to the filling of teeth showing decay 
and to prophylactic odontotomy in individual 
teeth. The practitioners must become aware 
of the everchanging mouth and jaws in rela- 
tion to the whole child. He must take into 
account the sum total of growth and develop- 
ment. 

To consider the preventive problem in ortho- 
dontics as limited to space retainers and other 
such appliances is to revert to the mechanistic 


*Read at the 12th Australian Dental C ‘ 
August, 1950. 
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stage of dentistry prior to the twentieth 
century. 

The incidence of malocclusion would be 
effectively reduced if the general practitioner 
were able to recognise incipient conditions. As 
a rule the child reaches the specialist in ortho- 
donties well beyond the point where preventive 
measures alone will suffice. 

Orthodontics as a specialty entails problems 
which are beyond the usual professional scope 
of the general practitioners of dentistry and 
requires extensive specialised training and 
knowledge but while it is not expected of the 
general practitioner or pedodontist that he be 
adept in the diagnosis and treatment of mal- 
occlusion he should know whether or not the 
child requires orthodontic attention, irrespec- 
tive of the fact that he may or may not be 
prepared to establish an exact diagnosis and 
classification of malocclusion or to institute 
the necessary treatment. 

A proper programme of preventive ortho- 
dontics requires the ability to appraise normal 
development and to recognise deviations from 
normal. It employs all forms of clinical den- 
tistry, therapeutics in the form of myofunc- 
tional therapy, and mechanical appliances. It 
entails the elimination of local habits involv- 
ing dentofacial structures, the correction of 
general contributing causes such as incorrect 
posture and malnutrition, the maintenance of 
tooth form by proper restoration of individual 
teeth, timely removal of prolonged retained 
deciduous teeth, use of space maintainers after 
premature loss of certain of the deciduous 
teeth if indicated and reference for treatment 
of general affections and abnormalities. 

The prevention of dentofacial deformities 
depends on the early recognition of these con- 
ditions by the dentist, the rendering of such 
service as he can and consultation when 
indicated with the physician, the orthodontist 
and other medical or dental specialists. 

The dentist or orthodontist should not as- 
sume final responsibility for the diagnosis and 
treatment of conditions outside the limits of 
their respective fields. 

The work of the dentist in order to carry 
out a full programme of preventive ortho- 
dontics calls for a complete and thorough 
examination of all patients and following upon 
this— 

1. The prevention of tooth decay in the 

light of present day knowledge; 

2. The restoration of decayed areas in the 
deciduous and permanent teeth with a 
view to restoring their normal forms and 
to maintain a balanced occlusion, proper 
function and a healthy periodontium; 

3. Controlling the loss of deciduous teeth in 
accordance with the developmental 


growth and maturation of the individual 
child; 
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4. Employment of preventive aids to pro- 
mote and maintain normal occlusion, as 
in elimination of prolonged retained teeth 
and supernumerary teeth, space reten- 
tion and correction of harmful habits; 

5. Reference to physician and medical spe- 
cialist for diagnosis and treatment of 
systemic conditions with dentofacial 
correlation. 

6. Reference for surgical treatment, eli- 
mination of clefts of the lips and palate 
and other conditions requiring oral 
surgical intervention; 

7. Appraisal of developmental processes 
from the standpoint of the teeth, jaws 
and the face by means of ‘casts, radio- 
graphs and other standards of develop- 
ment and growth and reference to the 
orthodontic specialist of cases showing 
manifest maxillary and mandibular 
deformities, congenitally missing, super- 
numerary, malaligned or impacted teeth 
and other orthodontic disturbances. 

1. I would like to emphasise the opportunity 
the pedodontist has, if he sees the child early, 
of advising the parents in the correct pro- 
cedures of oral hygiene and diet for the 
prevention of tooth decay. 

2. Filling of deciduous teeth is itself one of 
the most effective methods of preventing mal- 
occlusion. Carious teeth make possible the tip- 
ping of adjacent crowns of teeth. Inter- 
proximal fillings should be prepared and com- 
pleted on the same day if possible, Willett? 
advises. Interdental space, whether due to 
caries or cavity preparation will tend to close 
rapidly, disturbing mesiodistal relationship. 
No mechanical space maintainers can be as 
satisfactory as a normal deciduous tooth. 

3. Controlling the loss of deciduous teeth in 
accordance with the developmental growth and 
maturation of the individual child. A _ well- 
recognised cause of malocclusion is the over- 
long retention of deciduous teeth. It is obvi- 
ous that timely extraction of these teeth is 
one method of practising prophylactic ortho- 
dontics. To determine the approximate time to 
extract deciduous teeth the following should 
be considered: 

(a) Chronological age of the patient. The 
average age at which permanent teeth erupt 
is well known. Normally the deciduous teeth 
should be exfoliated just a few days or a few 
weeks before the eruption of the succeeding 
permanent teeth. The difficulty connected with 
the use of the chronology of the dentition is 
that it represents average ages of eruption. 
It is dangerous to apply averages to the 
individual. 

(b) Clinical findings. Observe the teeth 
that are present in the other three comparable 
quadrants of the dentition to know whether 
the tooth in question is being over-retained. 
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For example when there is uncertainty 
whether a deciduous molar is being retained 
too long it can be dispelled if the clinical 
examination reveals that in the other three 
comparable quadrants the deciduous molars 
are exfoliated and the succeeding permanent 
teeth are erupted. 

(c) Radiological findings: If the radio- 
graphs reveal that the calcification of the 
roots of the delayed unerupted permanent 
tooth has progressed as far as halfway to 
completion, the overlying deciduous tooth 
should be extracted to give the permanent 
tooth an opportunity te erupt. Or, if the 
radiographs show that resorption of the roots 
of the deciduous teeth is complete on one 
aspect of a root, or one root of a multirooted 
tooth, the ectopic relation of the permanent 
tooth should be recognised and the deciduous 
tooth extracted. 

Radiographs are indispensible in making a 
diagnosis in most of these cases, because even 
though the chronological age of the patient 
and clinical findings may suggest that the 
deciduous tooth is being overretained there 
always are the questions of the presence or 
absence of the succeeding permanent tooth, 
the amount of root resorption of the decidu- 
ous tooth and the degree of calcification of 
the permanent tooth to be answered. 

(d) The probable results of the extraction 
of deciduous .teeth should be carefully con- 
sidered, for example, extraction of deciduous 
canine to relieve crowding in the permanent 
incisor region is rarely indicated. The com- 
plication that arises out of this procedure is 
one born of the short-sighted policy of extract- 
ing two teeth to make room for the eruption 
of one. If the deciduous lateral and canine 
are extracted to make room for the erupting 
permanent lateral incisors a further compli- 
cation must be faced when the permanent 
canine begins to erupt. There will be insuffi- 
cient room for the canine because .of the 
distal drift of the lateral incisors and the 
mesial drift of the deciduous molars. Hatfield 
has aptly referred to this practice as 
“robbing Peter to pay Paul.” 

Exception to the preceding statement is to 
be found in those cases in which careful 
measurement reveals such a deficiency of base 
bone that later loss of permanent teeth is 
inevitable. In this case the deciduous canines 
may be extracted to allow alignment of the 
permanent incisors. The first premolars are 
extracted immediately upon eruption to make 
space for the permanent canines. Following 
the lead of Hays Nance,’ careful measurement 
may reveal that there will be ample room for 
the permanent teeth between the first per- 
manent molar and the lateral incisor, in which 
cases the canines may be extracted and a pre- 
ventive lingual arch placed when the roots 
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of the second deciduous molars are nearly 
resorbed or when the erupting permanent can- 
ines and first premolars need space. Cases 
falling in this category may be helped by 
extracting mandibular canines and_ then 
deciduous molars before the time of their 
normal exfoliation, if the preventive lingual 
arch is used and provided the occlusal rela- 
tionship of the first permanent molars is 
correct. 

Extraction of the deciduous tooth is an 
immediate indication when the permanent suc- 
cessor is erupting. It is not good practice to 
permit :, deciduous tooth and its permanent 
successor to be in evidence in the mouth at 
the same time. There is no evidence to sup- 
port the belief that there is some advantage 
to be gained by leaving deciduous teeth in the 
arch beyond the time that their permanent 
successors have erupted. On the contrary all 
orthodontists have observed cases of malocclu- 
sion that had their origin in the overlong 
retention of deciduous teeth. In view of this 
fact it is difficult to find justification for the 
policy of leaving mandibular deciduous incisors 
in situ when their permanent successors are 
erupting lingually. The advocates of this prac- 
tice mistakenly expect the retained tooth 
magically to stimulate growth in the incisor 
region. 

4, Employment of preventive aids such as 
elimination of prolonged retained teeth and 
supernumerary teeth, space retention and cor- 
rection of harmful habits. 

Extraction of prolonged retained deciduous 
teeth has just -been referred to but mention 
must here be made of the necessity for the 
timely extraction of “submerged” deciduous 
teeth. These so-called submerged teeth are 
ankylosed. The ankylosis between the root of 
the deciduous tooth and the alveolar process 
will often prevent normal exfoliation or, at 
best, delay it. The only reason for retaining 
these teeth is a negative one because gener- 
ally speaking no problem of space mainten- 
ance has to be faced while the ankylosed 
deciduos tooth is present. 

These teeth are worth little more than space 
maintainers because they are always short of 
the normal occlusal plane and since they are 
out of occlusion are of negligible functional 
value. The most prudent management of these 
teeth lies with careful observation of the case. 
If the teeth do not become too extremely sub- 
merged they may be kept until clinical and 
radiological evidence indicates that their 
removal will be followed by prompt eruption 
of the succeeding permanent tooth. 

If observation shows that the ankylosed 
teeth are being engulfed by the continuing 
vertical growth of the adjacent teeth and their 
processes, extraction is immediately indicated. 
Whether a space retainer is needed following 
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extraction depends upon the area involved, the 
proximity of the permanent successor to erup- 
tion and the tendency of the space to remain 
open or to close. 

Supernumerary teeth should be extracted 
whenever and wherever found. The case is 
rare indeed where sufficient room is present 
for an extra tooth without seriously interfer- 
ing with the development of normal occlusion. 
Supernumerary teeth are easily detected when 
present and erupted. Their existence should 
always be suspected in those cases in which 
deciduous central incisors are retained too long 
or where permanent maxillary incisors are 
late erupting. Radiographs are essential in 
making a diagnosis. 

There are two ways in which super- 
numerary teeth may cause malocclusion, first, 
by eruption their presence in the dental arch 
crowds adjacent teeth out of their normal 
positions; second, by noneruption they cause 
the impaction of permanent teeth, particularly 
maxillary incisors, or deflect permanent teeth 
by exerting pressure against them during the 
time they are erupting or after they have 
erupted. 

The consistency with which these teeth 
cause trouble should make it evident that the 


operator who finds them early and extracts 
them promptly is rendering a genuine prophy]- 
actic service. 


Space retention. 

If there is one prophylactic technique that 
is potentially capable of doing more good than 
any other it is that associated with prevent- 
ing undesirable shifting of permanent teeth 
following premature loss of deciduous teeth. 

An unbiased appraisal of the need for space 
maintaining appliances following the prema- 
ture loss of deciduous teeth would bring out 
the fact that mechanical space retention is 
not always a requisite because spaces may 

(i) Open 

(ii) Close 

(iii) Close initially, open later or 
(iv) Remain the same. 


In the practice of preventive orthodontics 
we are primarily concerned with the spaces 
that close. 


Prevention of space closure beyond safe 
limits can be managed by the use of space- 
maintaining appliances. Weber‘ suggests that 
retainers be used whenever the first perman- 
ent molar shows a tendency to move more than 
1.7 mm. in the mandibular arch or 0.9 mm. 
in the maxillary arch. 

This is an arbitrary method of determining 
the indication or contra-indication for main- 
taining space and will result in the use of 
space maintainers in some cases where they 
are not needed, but in this matter a few errors 
would be less damaging than the many omis- 


The Dental Journal of Australia 


sions that are committed daily. A safe general 
rule would be the measurement of the space 
monthly and use of a space maintainer if any 
measurable closure occurs. 

Harmful oral habits. 

The therapy of habit eradication is most 
effective when applied at an early stage. There 
are many different kinds of oral habits which 
are potentially destructive to the development 
of a normal dentofacial complex. 

Among the more common are: 

(i) Sucking habits: thumb and finger 
sucking, lip or cheek sucking.°: 
(ii) Biting habits: lip biting. 

(iii) Swallowing habits: tongue thrusting. 

(iv) Mouth breathing. 

Thumb and finger habits are the most com- 
mon of all oral habits. Most infants suck their 
thumbs or fingers. In some cases the sucking 
act is carried to excess and is not discon- 
tinued, as is usually the case, by the age of 
two years. The persistence of the habit beyond 
the time of eruption of the permanent central 
incisors is often attended by malocclusion. 

The infant or young child whose experience 
with others in the social group is predomin- 
antly characterised by frustration of normal 
activities and interests by repeated experi- 
ences of pain or unpleasantness, as in too 
much adult regulation and too little freedom 
to satisfy the activities characteristic of a 
particular stage of growth, tends to withdraw 
from and to avoid such social contacts. Some 
children may refuse to chew or chew weakly 
and expectorate solid particles. The food may 
be retained in the mouth for long periods. 
The child seeks refuge in known sources of 
pleasure and satisfaction. Such repressions 
are commonly accompanied by more or less 
temporary periods of thumb-sucking activity. 

Mental hygienists have consistently main- 
tained that direct interference with the suck- 
ing activity during infancy is unnecessary, 
harmful to the normal psychobiologic develop- 
ment of the child and probably the best means 
of ensuring the continuance of thumb-sucking 
activity. They have consistently advised 
against direct interference with a developed 
“habit” of thumb-sucking in the pre-school 
period. For the infant this means that no 
mechanical devices of any sort should be used; 
there should be no taking or pulling the thumb 
out of the infant’s mouth or show of dis- 
approval or concern; there should be no pun- 
ishment of any sort for the pre-school child; 
in addition to the above there should be no 
ridiculing, criticism or shaming. In the 
younger child the constructive education of the 
parent is the clue to discontinuance of the 
habit. Intelligent attention must be given to 
the following principles: 

(i) Promote the favourable contact of the 
child with its immediate environment. 
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(ii) Provide play materials suited to the 
child’s stage of development. 

See that the child has opportunity and 
space to be active, to experiment, to 
explore and to play. 

(iv) Reduce unnecessary regulation of the 
child and provide as much freedom as 
possible. 

The home atmosphere should be one 
of happiness, sympathy, patience and 
understanding. 


Older children can be expected to co-operate 
more in the breaking of a habit and often a 
careful explanation of the consequences and 
an appeal to the child {for co-operation may 
be successful. 

A therapy for habit breaking was suggested 
by Dunlop.? He named it the “Beta hypo- 
thesis.” The habit to be corrected is inten- 
tionally practised and the child forced to 
ecncentrate on the performance of the act all 
the time he is practising it. The effect of this 
is to take the satisfaction and pleasure out of 
the habit and eventually associate the practice 
of it with unpleasant reactions, when the habit 
will be abandoned. Obviously this therapy can 
only be applied to older children where co- 
operation can be obtained. 

Lip-biting habits may be destructive to 
normal occlusion. The lower lip is the most 
frequent offender and protraction of the 
maxillary incisors can be caused by this habit. 

Perverted swallowing habits are often mani- 
fested as tongue thrusting. This is often 
observed in an anterior open-bite type of mal- 
occlusion. It is usually not observed until after 
the damage has been wrought but corrective 
treatment will not be a lasting success if the 
tongue thrusting habit is unbroken. 

Treatment of dentofacial habits by means 
of mechanical appliances may be undertaken 
in the older child. 


Interference with suction created in the 
sucking habit will eventually lead the child to 
lose interest in and discontinue the habit 
because of the elimination of the pleasurable 
effect. HeimlichS has suggested an appliance 
based on this fact and Swinehart® has devised 
an appliance whose prongs interfere with the 
suction between the fingers and palate. A 
similar appliance with spurs may be devised 
t> check lipsucking, lipbiting and tongue 
thrusting. 

Mouth breathing may be diffieult to eradi- 
cate, and the first step should be to establish 
a clear airway. If there is any doubt the 
child should be referred to a rhinologist for 
examination. 

One of the most useful ideas is to tell the 
child to exercise frequently throughout the 
day until out of breath and then close the lips 
firmly and breathe only through the nose, 
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Use of an oral screen may be desirable in 
some cases. 

Preventive orthodontics are well served 
when the alert dentist detects these or other 
pernicious oral habits and applies the therapy 
that can effect their discontinuance. 

5. Reference to physician or medical special- 
ist for diagnosis of systemic conditions with 
dentofacial correlation whenever suspicion is 
aroused in this regard. 

6. Reference for surgical treatment, elim- 
ination of clefts, etc., would usually have been 
attended to by the family physician before the 
dentist sees the case but should obviously not 
be omitted. 

7. Appraisal of the developmental processes 
from the standpoint of the teeth, jaws and 
face by casts, radiographs and other standards 
of development and growth and reference to 
the orthodontic specialist of certain cases. 

It is this last field which is too often over- 
looked that I would like to draw to your par- 
ticular attention, that is the study of any 
unfavourable trend in development that will 
lead to more serious malrelation of dentofacial 
structures if left untreated. Too often we find 
that some unfavourable development that 
could have been checked early is allowed to 
progress to a stage where extensive treatment 
becomes necessary. 

In the normal child two types of occlusion 
in the deciduous dentition have been described 
which may be regarded as normal: 

(a) Distal surfaces of maxillary and man- 
dibular deciduous second molars are in the 
same vertical plane. 

(b) Deciduous molars follow the same rela- 
tionship as is found in normal occlusion of 
permanent molars, the mesiobuccal cusp of the 
upper second molar occluding in the buccal 
groove of the second mandibular molar. 

In the common deciduous dentition at the 
age of 3-4 years there may be a deep over- 
bite in the incisor region. 

By the age of 6 or 7 the teeth have worn 
and the first permanent molars are erupting. 
Quite often a cusp to cusp relation of these 
teeth is observed for frequently, as stated 
above, the distal surfaces of deciduous second 
molars are in the same vertical plane. 

This occlusal relation of the permanent 
molar is normally altered at the time the 
deciduous molars are replaced by premolars. 
Since the mandibular deciduous molars are 
larger than the maxillary molars the man- 
dibular permanent molar has room to shift 
more anteriorly than the maxillary molar and 
so the eventual relation is that of mesiobuccal 
cusp of the upper in the buccal groove of the 
lower, first permanent molar. 

In the case of premature loss of upper 
deciduous molars there is a grave risk of 
mesial drift of the upper permanent molar 
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and a subsequent Angle Class II relationship 
being established. Should this occur immediate 
treatment is desirable. 

From the time of their eruption up to the 
age of about nine years the mandibular per- 
manent incisors are usually crowded. They 
often erupt in positions lingual to the line of 
occlusion and minor irregularities in the rela- 
tion of these teeth should not be considered 
as evidence of malocclusion until after the 
eruption of the permanent canines. To do so 
overlooks the fact that the intracanine width 
of the mandibular arch is not maximal until 
after the age of 10 years and that, with its 
width dimension , incteasing, more space is 
made available to the crowded incisors. Given 
the required space the incisors will often cor- 
rect their positions, assisted by the moulding 
action of the muscles of the tongue and lips. 

At the age of 7-8 years space between the 
maxillary permanent incisors is not unusual 
or abnormal. Such a diastema may close or 
persist with eruption of the permanent lateral 
incisors. There is no cause for concern about 
this space until it is evident that the wedging 
action of the erupting maxillary permanent 
canines will be insufficient to close the 
diastema. 

The maxillary frenum labium is often 
unjustly blamed for spaced central incisors. 
As Dewel!® has pointed out there are other 
factors to consider such as “‘tongue pressure, 
lip habits, closed bite and pegshaped or absent 
lateral incisors” because they may ‘also cause 
separation of anterior teeth.” 

Between the ages of 9-11 years also, axial 
perversions of maxillary lateral incisors are 
often observed. Pressure from the crowns of 
the unerupted canines against the distal aspect 
of the roots of the lateral incisors accounts 
for these changes. As the canines with their 
eruptive movement travel towards the incisal 
plane the crowns of these teeth subsequently 
reach a point where they no longer contact 
the roots of the laterals. When this stage is 
reached the laterals usually begin to make 
adjustments in their relations which eventu- 
ally bring them back to ideal positions. The 
denture of the patient thus passes through 
what Broadbent!! calls the “ugly duckling” 
stage. 


Deep (not excessive) vertical overbite may 
improve up to the age of 20 years. The depth 
of the vertical overbite is subject to constant 
change. At the age of 2 to 3 years the vertical 
overbite in the deciduous dentition is deep in 
comparison to that found at 5 years. At this 
age the overbite may be slight or absent. 
With the eruption of the permanent incisors 
the vertical overbite again becomes deep. Its 
depth lessens gradually as the deciduous 
molars are exfoliated and the premolars erupt. 
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The depth of the overbite will normally con- 
tinue to diminish until the age of 18-20 years 
when vertical growth of the jaws is completed. 


Treatment of dentofacial anomalies before 
the sixth year should not be concerned with 
malpositions of single teeth unless they inter- 
fere with the function and continued develop- 
ment of the arches. Treatment in the decidu- 
ous dentition should concern itself with 
anomalies affecting groups of teeth, the rela- 
tionship of the jaws to each other and to the 
cranium and face. Treatment eliminating the 
active agent responsible for the development 
of malocclusion is frequently sufficient to bring 
about self-correction. Conditions inimical to 
the continued development of normal occlusion 
which obviously cannot correct themselves 
shoula be treated as soon as diagnosed. 
Anomalies demanding immediate reference to 
the orthodontist for treatment include: 

1. Gross dental arch malrelation and mal- 

formation: 

(a) Class I cases where maxillary in- 
cisors occlude lingual to the man- 
dibular. 

(b) Class II cases whose definite jaw 
relationship is involved. 

(c) All Class III cases. 

(d) Severely crowded deciduous arches 
after some observation of the pro- 
gress of natural growth. 

. Prevention of closure and opening of 
closed spaces after premature loss of 
deciduous teeth. 

. Crossbites. 

. Openbites. 

. Deep or extreme overbite in which the 
soft tissues are harmed. 

. Habits involving dentofacial areas. 

. Individually malposed or supernumerary 
teeth when in malocclusion and interfer- 
ing with function and normal arch 
growth. 

8. Prolonged retained deciduous teeth have 
already been discussed. 


Reviewing what has been said one fact 
clearly emerges. Occlusion is not a static 
but a dynamic phenomenon. Its development 
is inextricably associated with growth of the 
jaws, face and cranium. Just as these struc- 
tures are in a constant state of flux during 
the early years of an individual’s life so too 
are the teeth changing in their relations to 
these parts and to each other. 


In recognition of this, Hellman’? states: 


Diagnosis of occlusion 
development. 


It is, therefore the duty of all general prac- 
titioners to be ever alert for the unfavourable 
growth trend, for treatment at an early stage, 
according to Eby,!3 possesses a preventive as 
well as a corrective value for it eliminates 


really becomes diagnosis in 
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functional interference and corrects abnormal- 
ities in the trend of growth. 

In conclusion, I quote Dallas McCauley who 
writes: 

First we would contrive to promote the programme 
of the pediatrician, to guard over the general physical 
health of the child during the first twelve or thirteen 
years of life. Secondly, we would use all possible means 
to promote the most favourable environment for the 
growing face and denture. This would include maintain- 
ing optimum health of the primary teeth and correction 
of all local factors known to produce imbalance of 
developmental forces. 


This is, in its broadest sense, the duty of 
the pedodontist who wishes to give full service 
to his young patients. 
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Copper Amalgam in Children’s 


Dentistry * 
PART I. 


Bruce Lindsay, M.D.S. (Adel.). 


In advocating the use of copper amalgam it 
is necessary to go against conservative dental 
opinion as expressed by Scharfenburg! who 
maintains that this material does not belong 
to children’s dentistry, but there are suffi- 
ciently good reasons. 

Why is it so consistently condemned? In 
time th. general mistrust eventually convinces 
us that there is no sound basis for using it. 


*Lecture delivered at a general meeting of the 
Australian Dental Association (N.S.W. Branch) on 
26th August, 1952. 
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However, try and find out why it should not 
be used; some writers say it should not be 
used but do not give many sound reasons. 
The basis of the objections to its use appears 
to be that after packing in a cavity it is of an 
extremely plastic consistency for many hours, 
and that when set it is a soft material relative 
to silver amalgam. 

It is very difficult to find worthwhile refer- 
ences in the literature to copper amalgam, 
particularly any concerning its physical 
properties. 

Campbell Smith? gives to copper amalgam 


the merest mention: 

Copper amalgam is said to have germicidal properties. 
It may have a greater hardness than silver tin amalgam, 
it is inclined to shrink during hardening, and is easily 
attacked by hydrogen sulphide or soluble sulphides, giv- 
ing a black discolouration which affects the tooth sub- 
stance. It is also liable to corrosion, and for these reasons 
its dental use is limited. ; 

Here is the usual condemnation, but at least 


he does admit there is some use for it in 
dentistry. 


Skinner? says: 

It is used mainly in restoring deciduous teeth where 
it is of some value because of its bacteriostatic effect 
due to its slow solution in the mouth fluids. Als). copper 
amalgam hardens slowly, requiring from 8 to 12 hours. 
Once it is hardened its crushing strength is satisfactory, 
and it exhibits no flow whatsoever when it is mixed as 
are the silver amalgams. 

Hogeboom‘ says: 

G. V. Black made extensive studies in amalgams and 
the following thoughts are based largely on his works. 
His examination showed that copper amalgam fillings 
generally retain good margins when they are once made 
good, better or more perfect than any other plastic 
material. He reported that copper amalgam does not 
flow, it suffers no change of form under stress except 
to crush to atoms. After it has once fully set, its form 
cannot be changed by stress at all. Within the limits 
of its strength it is rigid as steel, it will fly to pieces 
but it will not bend nor compress. As a filling material 
it is absolutely rigid. 


THE ADVANTAGES OF COPPER AMALGAM AS A 
FILLING MATERIAL. 


1. It is more easily tolerated by the pulp 
than any other permanent filling material. 

2. Being a reversible amalgam it is economic 
and there is a minimum of wastage, as all 
excess can be re-used. 

8. Its bacteriostatic effect. 

4. Its slow solubility helps to prevent recur- 
rent caries as marginal deficiencies are filled 
with black copper oxide. 

5. Its hardness when set is of a consistency 
of that of silver amalgam. 

6. It exhibits no flow whatever compared to 
silver amalgam, which may have a permissible 
flow of up to 4 per cent. 


DISADVANTAGES OF COPPER AMALGAM. 


1. Slowness of setting, which at the same 
time produced difficulties of manipulation. To 
the author, this appears to be its only real 
clinical disadvantage. The rate of setting 
varies with the manner of manipulation and 
the consistency at which it is packed in the 
cavity. 


if 


22 


2. Its slow solubility in the mouth. 

It has been claimed that a mesial restora- 
tion in a first deciduous molar will damage 
the permanent canine if the latter erupts an 
appreciable time before the deciduous molar 
is shed, because the copper amalgam restora- 
tion will provide such a poor contact with the 
canine that food will lodge, and decay the 
canine. This is a purely hypothetical objec- 
tion because these adverse results seldom 
occur in actual practice. A distal cavity in a 
permanent canine or first premolar while in 
contact with an unshed deciduous tooth is very 
rare. 

The solubility of copper amalgam in the 
mouth varies considerably with the consistency 
at which it is packed in the tooth. 

There are other disadvantages such as the 
poor colour, which are of little consequence 
when we are considering the material as a 
means of restoring deciduous teeth. 

As the two major disadvantages vary with 
the method of manipulation, this matter is 
important and must be discussed. 


MANIPULATION OF COPPER AMALGAM. 


Before packing in a cavity, two things are 
essential, as with silver amalgam, viz., 

1. A properly prepared cavity. 

2. A firm matrix in Class II cavities. 


CAVITY PREPARATION. 


There is no need to discuss this at any 
length as many excellent papers are available 
in the current literature on the subject, includ- 
ing one by Jones.° 

It is very difficult to prepare the proper 
type of cavities for copper amalgam without 
using local anaesthesia. 

Cavities must be cut according to Black’s 
classic principles with certain modifications 
because of the peculiarities in anatomy of the 
deciduous molars. 

(a) Extension for prevention is essential to 
prevent future caries, particularly at the 
buccal and lingual cavo-surface angles in 
Class II cavities. 

(b) All caries should be removed, except 
when some is deliberately left to prevent pulp 
exposure. 

(c) Class IV cavities should be made very 
wide at the junction of occlusal and proximal 
portions; this part should be cut finally to the 
width of a number 8 inverted cone bur, as 
otherwise failure of restorations at the axio- 
pulpal line angle will not be uncommon. 


THE MATRIX. 


A‘poor fitting matrix is the main cause of 
failure in Class II amalgam restorations in 
deciduous molars. 

The use of an inaccurately adapted steel 
band wedged between the teeth as a matrix 
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would render it impossible to condense amal- 
gam along the buccal and lingual cavo-surface 
angles of the proximal portions, and fracture 
and disintegration would probably occur. 

A close fitting and rigid matrix is essential, 
and the Ivory No. 8 is very simple to use 
on deciduous molars. It can be closely adapted 
to the tooth, and screwed tight, so that it is 
firm and rigid with little likelihood of dis- 
placement. 

A bicuspid band should be used and the 
margins trimmed. By using two matrices it 
is possible to have one always ready. One 
would be used on upper right and lower left 
molars: the other on upper left and lower 
right molars. 


MIXING THE AMALGAM. 

The amalgam is heated at the lowest pos- 
sibie temperature for the shortest time 
required to produce sweating. In this way 
contraction is kept at a minimum.® 

As much excess mercury as can be expressed 
with finger pressure is then removed, and a 
very small amount placed in the bottom of 
the cavity; or in a proximal cavity, at the 
bottom of the step. The amalgam is then 
“dried” in a double thickness of gauze using 
strong finger pressure. The cavity is then 


slowly filled with this hard amalgam, and any 
soft amalgam that reaches the surface during 


condensation is removed. The cavity is over- 
filled until the top layer of amalgam is hard. 
Before removing the matrix the excess is 
carved away to a degree that the operator 
feels will leave the amalgam free of the occlu- 
sion. Experience soon enables one to do this 
to such an extent that the filling is usually 
free; if necessary the opposing cusps can be 
disced away with a diamond disc or stone. 

The matrix must be removed carefully, as 
any damage caused here may not be seen at 
the time and can result in a broken filling. 
It is best to free the matrix from the band 
and then remove the band with a_ bucco- 
lingual motion. 

If the filling lasts for the next five or six 
hours, it will last as long as any silver amal- 
gam restoration, as far as the deciduous teeth 
are concerned. 


DISCUSSION. 
Several advocates of the use of copper amal- 
gam have expressed the following opinions: 
Martin’ says, 


As a filling material for deciduous teeth copper amal- 
gam is most useful, economical and practical. When 
used as a filling material, enough copper salts are 
deposited so that caries seldom recurrs on a_ broken 
margin, 
and Jordan,* amongst several advantages 
she claims for copper amalgam, lists these 
two: 

1. It may be used where thorough dryness of the 
cavity cannot be obtained. 
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2. It may be placed nearer the pulp without causing 
its death than any other material. 


This latter is its greatest advantage, and 
it is the author’s opinion that no copper amal- 
gam restoration, in any deciduous or perman- 
ent tooth no matter how deep, provided there 
is not an actual pulp exposure, needs any 
lining of any type. 

This, of course, conflicts with a fundamental 
idea that metallic fillings must be lined for 
lessening thermal conductivity. 

Thus Jones® says, 


Any metallic restoration, placed in close proximity to 
the pulp without insulation with lining, will cause death 
from thermal conductivity. 


Tke author’s clinical experience with many 
thousands of copper amalgam _ restorations 
shows that this is not correct. At the present 
time many of these teeth are being shed, 
after having these restorations in them for 
five years. (Fig. 1.) 


Fig. 1.—Unlined Class II copper amalgam restorations 
in deciduous molars. 


If any deciduous cavity can be filled with 
copper amalgam without a lining it is obvi- 
ously a great advantage. 

1. It eliminates the time required to line the 
cavities, which is not inconsiderable in a four 
or five year old child. 

2. The anatomy of deciduous teeth often 
prevents the preparation of adequate under- 
cuts and a lining detracts from strength and 
retention of the restoration. 

The reasons which support this claim must 
be examined. 

Why is it necessary to line silver amalgam 
fillings and what follows the omission of the 
planing? 

Many cavities filled with gold foil are quite 
extensive and yet are not lined. The same can 
be said about large inlays, as there is often 
only a fine layer of cement beneath them; 
not enough to stop thermal changes from 
injuring the pulp, when considered with the 
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much thicker layer required under a silver 
amalgam filling. 

Now if there is agreement that gold and 
copper amalgam fillings do not need lining 
and silver amalgam fillings do, then another 
reason other than the thermal one must be 
sought. If a silver amalgam filling is not 
lined, or even if there is not enough lining, 
what is the result? Often about eight days 
after the filling is inserted the patient will 
complain of sudden attacks of acute pain in 
the tooth, and at the same time may complain 
that the tooth reacts to thermal change. If 
the pain is of purely thermal origin surely it 
should be noticed on the first occasion on 
which hot or cold comes in contact with the 
filling, not eight days later. These attacks are 
usually relieved by a salicylate, and if they 
can be borne, disappear after a few weeks. 
If the filling is very deep the tooth continues 
to react to hot and cold. 

The striking fact about the pain is that 
its onset is quite haphazard. It attacks at any 
time, more often than not when the patient 
is not eating, so that it is not necessarily 
related to thermal changes. If the filling is 
removed and a thicker lining inserted, or even 
better, if a zinc oxide and eugenol lining is 
used, the pain no longer appears. 

Schoonover, Souder and Beall® supplied the 
answer in their work on the expansion of 
dental amalgams. 

Silver amalgams have an initial beneficial 
expansion of eight microns per centimetre in 
the first twenty-four hours. A period of from 
two to seven days of apparent dimensional 
stability usually exists between the initial 
expansion and the beginning of the delayed 
expansion. Excessive expansion as great as 
three to four hundred microns per centimetre 
have been measured. 

These workers showed this excessive expan- 
sion only occurred when amalgamation took 
place in the presence of moisture. The cause 
of the large expansion was pressure exerted 
by hydrogen within the amalgam. This gas 
is produced by galvanic action between the 
zine in the alloy, and water. Non-zine alloys 
do not produce this expansion. Calculation of 
the pressure exerted by the hydrogen within 
the amalgam found it to be of the order of 
two thousand pounds per square inch. The 
period of inactivity prior to the beginning of 
excessive expansion is accounted for by the 
fact that during this period the gas pressure 
is insufficient to cause the amalgam to flow. 

They give the following results at the con- 
clusion of their paper: 

1. Delayed expansion of amalgam contain- 
ing zine is caused by a chemical reaction 
between the amalgam and water, accompanied 
by the evolution of hydrogen. 
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2. The moisture may be introduced by: 

(a) Palming in a moist hand. 

(b) Triturating or placing emalgams which 
are sufficiently cold to cause water to condense 
on it. 

(c) Accidental contact with saliva. 

(d) Placing amalgam in a wet cavity. 


3. The practice of mulling amalgam is bad 
unless great care is taken to cleanse and dry 
the hands. 

4. Non-zine alloys do not exhibit any 
tendency to expand excessively if they are 
contaminated. 


Here is the big difference between silver 
and copper amalgams as far as the effects on 
the pulp are concerned. Copper amalgam has 
a small ultimate contraction, whereas silver 
amalgam has a large ultimate expansion 
unless a very exact technique is used during 
mixing and insertion, to exclude all moisture. 


This large expansion irritates the pulp, and 
produces sudden attacks of violent pain, and 
the unhealthy pulp reacts to sudden tempera- 
ture changes. Those teeth which react per- 
manently to hot and cold are teeth containing 
silver amalgam fillings which have brought 
about pathologic changes in the pulp, by this 
excessive pressure. No other type of metallic 
filling, lined or unlined, produces this effect. 
However, if the thermal conductivity of 
copper amalgam was considerably less than 
that of silver amalgam, this would be a pos- 
sible explanation of the lack of pain under 
copper amalgam as a result of thermal shock. 


Thus Easlick,!° an opponent of the use of 
copper amalgam, states: 


The basis for the claim that copper amalgam can be 
placed nearer the pulp than any other filling material 
seems to be the assumption that its thermal conductivity 
is much less than that of silver amalgam. No one has 
worked out and published metallurgical tables to show 
the co-efficient of heat conductivity of this material. 
The conductivity of both copper and silver as metals is 
high and of the same order; that of mercury is quite 
low. One cannot estimate the comparative co-efficients 
of the two amalgams on the basis of the combining pro- 
portions of each with mercury, since both form new 
metallic compounds when alloyed with mercury. 

The writer has made some attempt to find 
how the thermal conductivity of silver and 
copper amalgams compare. Cylindrical speci- 
mens of both were prepared (about 3” x3”). 
They were turned down to be of equal dimen- 
sions. It was found that the length was too 
short to get accurate measurements of tem- 
perature changes. However, they were tested 
for electrical resistance and silver amalgam 
was found to have a 70% higher electrical 
resistance than copper amalgam. This means 
that copper amalgam is a much better elec- 
trical conductor than silver amalgam. Now 
electrical and thermal conductivity are in 
proportion for the pure metals, but not 
necessarily for the compounds formed at 
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amalgamation. However, from these facts* 
it would be quite safe to say that copper 
amalgam is a 50% better thermal conductor 
than silver amalgam. 

A projected experiment is to measure the 
thermal conductivities directly with larger 
specimens. 

If this reasoning is correct it should be pos- 
sible to place unlined silver amalgam fillings 
in teeth, using a moisture-excluding technique, 
and obtain the same result as with copper 
amalgam. The author decided to do this two 
months ago, and so far has placed one hun- 
dred and five such fillings. It was necessary 
to proceed slowly, because although it 
appeared sound in theory, it may not have 
worked out in practice and the idea of cutting 
out too many aching amalgam fillings was not 
one to be relished. At first only one such 
restoration was done in any one patient and 
they were limited to Class I cavities in six 
year molars. All cavities were cut under 
intra-osseous anaesthesia, all grooves and fis- 
sures were included in the cavity, and the 
cavities were cut well down into the dentine. 
This insured that there were many freshly 
cut dentinal tubuies, so that the teeth had 
every chance to react. 

The amalgam was removed from the mortar 
with a spatula and placed in a sheet of rubber 
dam for mulling. At no stage was it touched 
by the fingers. Rubber dam was placed on the 
tooth before inserting the amalgam. 

After the eighth day had passed with no 
complaints I began to cheer up and get more 
venturesome. After some little while the 
rubber dam was omitted on occasions and only 
cotton rolls used and also Class II cavities, 
including deciduous teeth, were included in the 
technique. 

As yet not one patient has complained. 

The following cases are typical ones. 

A child aged seven years three months, 
whose previous restorations were done in 
copper amalgam, had two Class II cavities 
cut, and filled with silver amalgam unlined. 
(Fig. 2.) She has never complained, and can 
chew ice on the fillings. 


2.—Class II silver amalgam restorations unlined, 
inserted with moisture excluding technique. 


Fig. 


*Personal communication from the Department of 
Electrical Engineering, University of Adelaide. 
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A young woman needed a number of fillings, 
including an M.O.D. in an upper right five. 
This was very deep and a near pulp exposure 
on the mesial. It was filled with silver amal- 
gam unlined. For six days it reacted for 
about one second when cold water touched it 
while she cleaned her teeth. Since then she 
has felt nothing. This tooth has been tested 
recently with an electrical pulp tester and 


Fig. 3.—Radiogram of upper right second bicuspid 
showing unlined M.O.D. amalgam restoration, with a 
near pulp exposure on the mesial. 


found to react at twelve volts. Six other teeth 
in this patient’s mouth react at the identical 
voltage. (Fig. 3.) 


SUMMARY. 


1. No pain is ever felt under copper amal- 
gam fillings no matter how close to the pulp. 
Linings are unnecessary. 


Dental Materials 


Current Notes (No. 17)* 


CEMENTING INLAYS WITH SELF-HARDENING 
RESIN. 


There have been several enquiries recently 
regarding the use of self-hardening restorative 
resins for the cementing of gold inlays and 
crowns. It is possible that this may have its 
advantages but it is recommended that the 
technique be regarded as an experimental one 
until further clinical and laboratory data are 
available. 


The facts as they stand at present are dis- 
cussed in these notes, and in giving them the 
properties considered desirable in a zinc phos- 
phate cement are taken as a basis. The 
requirements for a satisfactory zinc phosphate 


*Contribution from the Commonwealth Bureau of 
Dental Standards. 
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2. Pain is frequently found under silver 
amalgam fillings and those teeth may react 
to thermal changes. 

3. Copper amalgam is a better thermal 
conductor than silver amalgam.!! 

4. The pain under silver amalgam is due to 
pressure resulting from secondary expansion. 
This pressure causes pathologic changes in 
the pulp which then responds to thermal 
changes that would cause no reaction in a 


healthy pulp. 

5. Silver amalgam if inserted with a mois- 
ture excluding technique, need not be lined, 
irrespective of the depth of the cavity. 

REFERENCES. 

. Scharfenburg, R. F.—Copper amalgam does not be- 

: inn in dentistry for children: J.Dent.Child., 16:1 

2nd Quarter) 1949. 

Campbell—The Chemistry and Metallurgy 

of Dental Materials, Oxford, Blackwell Scientific 

Publications, 1946. 
E. W.—tThe Science of Dental Materials, 

ed. 3, Philadelphia, W. B. Saunders, 1946. 

. Hogeboom, . E.—Practical Pedodontia, ed. 5, 

St. Louis, C. V. Mosby, 1946, p. 135. _ q 
. Basil-Jones, O.—Amalgam restorations in the decidu- 

ous teeth: Aust.J.Dent., 55:277 (Aug.) 1951. ; 

. Skinner, E. W.—The Science of Dental Materials, 

ed. 3, Philadelphia, W. B. Saunders, 1946, p. 315. 
. Martin, M.—The application of dentistry 

children: J.A.D.A., 24:1821 (Nov.) 1937. ; 

. Jordan, Evangeline—Operative Dentistry for Chil- 

dren, ed. 3, New York, Dental Items of Interest 

Pub. Co., 1925. 

9. Schoonover, I. C., Souder, W. & Beall, J. R.—Exces- 
sive expansion of dental amalgam: J.A.D.A., 
29:1825 (Oct. 1) 1942. ; 

10. Easlick, K. A.—Operative procedures in the man- 
agement of deciduous molars: Internat.J.Orth. & 
Dent. for Child., 20:586 (June) 1934. 

11. Prime, H.—Private communication. 


for 


nn ew 


cement as listed in Australian Dental 
Standard No. T3 are: 

Setting time: 4 to 10 minutes. 

Compressive strength: Not less than 12,000 
p.s.i. 

Film thickness: Not more than 0.040 mm. 

Solubility: Not more than 0.30%. 

Applying the same method of testing setting 
time to self-hardening restorative resins the 
results obtained usually fall within the range 
of 4 to 10 minutes after the commencement 
of mixing. This means about 2 to 8 minutes 
after insertion, but this may vary according 
to the manufacturer’s instructions for mixing 
and the use of modifying agents supplied with 
some self-hardening resins. 

The ultimate compressive strength of com- 
mercial plasticised acrylic sheet is given as 
about 12,000 p.s.i., which corresponds to the 
specified limit. Unplasticised dental resins 
would give higher figures if sufficiently 
polymerised, which may not be a valid 
assumption for the self-hardening resins. 
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Tests for the film thickness show that, under 
the specified load which corresponds to about 
100 p.s.i., the restorative resin mixtures 
squeeze out to a film of 0.08 to 0.10 mm. This 
is over twice that allowed for zinc phosphate 
cements, and is one of the chief reasons why 
caution must be exercised in using the present 
self-hardening resins for cementing inlays. 
It is possible that specially fine powders could 
be introduced to meet this requirement. 

The solubility indicating the liability to 
disintegration in oral fluids is much lower 
for acrylic resins than for zine phosphate 
cements. The initial solubility may be of the 
same order but there will be no progressive 
disintegration of acrylic resin as is found in 
some instances with the inorganic cements. 
The only substances likely to cause break- 
down of the acrylic resin are organic so'vents 
which are rarely present in the mouth in suffi- 
cient concentration or for sufficient time to 
do any damage. 

Mention should be made of another prop- 
erty, adhesiveness, which is not specified. This 
is omitted from the specification because the 
dental cements adhere only very weakly to 
tooth tissues and metals. They depend for 
their cementing ability on the fact that the 
walls of the cavity and inlay or crown are 
not perfectly smooth, and to dislodge the 
restoration by a direct pull it is necessary to 
shear the cement film. A _ high shearing 
strength, which is evidenced by a high com- 
pressive strength, is therefore necessary for a 
dental cement. Good adhesiveness would be of 
value, particularly in ensuring that the 
restoration does not pull away from the 
cement, or the cement from the cavity walls, 
with thermal expansions and contractions. 
Claims have been made for increased adhesive 
properties of some self-hardening resins when 
a special modifier is used. Tests clearly show 
that the force required to separate two flat 
pieces of glass or two flat surfaces of tooth 
hard tissue is definitely increased by the use 
of this modifier, provided the film between 
them is thin. There appears to be little 
evidence for increased adhesiveness of a mass 
of the resin to tooth substance. In other 
words there may be better adhesiveness with 
cemented appliances but not necessarily in the 
case of direct restorations. 

Finally, some practical tests for evaluat- 
ing the efficacy of dental cements may be 
mentioned. Fiasconaro and Sherman’ have 
recently reported some work on the quantita- 
tive evaluation of the cavity-sealing properties 
of restorations by applying air pressure to 
suitably mounted restored teeth. A gold inlay 
sealed with ordinary cement required a pres- 
sure of 45 p.s.i. to produce a bubble at the 
margin of the restoration, whereas using a 
self-hardening resin the pressure required was 
only 20 p.s.i. These figures were reproducible 
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if the restorations were carefully placed but 
otherwise considerably lower values were 
obtained. The cavity seal was adversely 
affected by radical thermal changes and this 
was most evident where acrylic resin was 
used either as a direct restoration or as a 
cementing medium. 
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Current Notes (No. 18)* 


CERTIFIED DENTAL PRODUCTS. 


There have been several enquiries as to why 
no products are yet listed as being certified 
to meet the three new Australian Dental 
Standards announced some time ago. This 
situation is quite justified in the case of 
modelling compound because technical diffi- 
culties have arisen in connection with its 
testing (see Current Notes No. 16), but there 
is no good reason why certification should not 
proceed with the other two products, namely, 
impression plaster and laboratory plaster. 

Complaints about the quality of dental 
gypsum materials are common and it would 
be a useful guide to the profession to have 
listed the products that are considered to be 
satisfactory. If there are plasters, manufac- 
tured in Australia or imported, which would 
comply with the Dental Standards it would be 
in the interests of their manufacturer or dis- 
tributor to see that they are included on the 
list of certified materials. 

It is very unlikely that no such products 
are available at a reasonable cost, but if this 
is the case surely it is a reflection on a 
country which has a well-established industry 
producing plenty of high-quality gypsum 
materials for other purposes. The fact that 
the quantity of plaster required by the dental 
profession and dental laboratories is relatively 
small but the quality demanded is high natur- 
ally has economic implications which must be 
taken into consideration by a business enter- 
prise, but any serious effort to produce a high- 
quality impression or laboratory plaster 
should receive every encouragement. The 
same applies to artificial stone for which a 
Standard is shortly to be issued. 

Twenty’ certified products are now listed 
for the first three Australian Dental Standards 
relating to mercury, amalgam alloy and zinc 
phospate cement and it is pleasing to see that 
the quality of these products is being main- 
tained. The Dental Materials Sectional Com- 
mittee of the Standards Association of Aus- 
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tralia recently decided to publish Standards 
for artificial stone and silicate cement and to 
issue drafts for public critical review for inlay 
wax, inlay casting golds and denture casting 
golds. The latter three drafts should be avail- 
able to the members of the profession for 
comment at an early date. This makes eleven 
Australian Dental Standards completed or 
almost so. 


Correspondence 


“Local Anaesthesia” 


Sir, 

There have lately been quite a number of 
complaints of the lack of anaesthesia suffi- 
ciently profound for pulp extirpation, follow- 
ing on mandibular block injection, even when 
anaesthesia is present in the lip to the mid-line. 

It will be found that a supplementary injec- 
tion with an ordinary {% in. needle syringe 
placed in the mucous membrane reflection 
overlying the mental foramen, at a_ point 
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It is of interest to note that, through the 
British Standards Institution, committees 
have been set up to consider the preparation 
of British Standards for dental materials. 
Already committees have met to consider 
specific groups of dental goods such as 
acrylic resin materials, tools and laboratory 
apparatus, and conservation materials. 


approximately midway between the Ist and 
2nd bicuspid and at about root apex level, 
will greatly assist in obtaining sufficiently 
profound anaesthesia. This is preferable to 
supplementary pressure anaesthesia in the 
tooth cavity itserf, which carries a risk of 
forcing infection into the hitherto uninfected 
portion of the pulp. 
Yours faithfully, 
LOTHIAN CRANE. 
474 Military Road, 
Mosman. 
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Editorials 


Congress Commission Completes Plans for 13th 
Dental Congress 


The 13th Australian Dental Congress will 
be held in Brisbane, June 1-5. All members 
have now received a copy of the Congress 
brochure which contains the application form 
for membership of Congress. Those who in- 
tend to enrol should do so immediately as this 
will ensure that the work of the Congress 


The President, Professor S. F. Lumb, has 
given a convincing argument for not only the 
desirability of attending Congress, but the 
necessity of being in Brisbane in the first 
week of June, 1953, to appreciate all the 
northern capital can offer by way of its 
renowned hospitality and perfect climate. 


Professor S. F. Lumb, President of the 13th Australian Dental Congress. 


Commission in arranging both accommodation 
and other details of the organisation will be 
facilitated. Due to the problem of arranging 
sufficient accommodation, special emphasis 
must be directed to the warning given by the 
Commission that applications must not be 
delayed, if accommodation is to be reserved 
for all members. 


A well-balanced programme is assured and 
clinics, papers and films which will supply all 
the information on techniques, new advances 
and old problems will be of interest to the 
general practitioner and the specialist alike. 


The social arrangements for Congress are 
most comprehensive and will ensure that 
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everyone attending will have a memorable 
week from June 1 to 5. 

Members of Congress and their families will 
be coming to a city famous for its splendid 


The Cloisters, University of Queensland, St. Lucia, 


Brisbane. 


winter climate, and to a state which has 
unlimited natural resources and will provide 
an education for all. 


News and Notes 


13th Congress Secures Overseas 
Lecturers 


Dr. Earl Pound, Prosthodontist, of Los 
Angeles, has accepted the invitation from the 
Congress Commission to lecture at the 13th 
Australian Dental Congress. Dr. Pound, who 
is a member of the American Denture Society, 
is a leading Prosthodontist in the United 
States and is an expert on phonetics. At the 
recent Annual Meeting of the American Den- 
tal Association in St. Louis, he took part in 
two clinics, “Controlling Lip and Facial Con- 
tours with Artificial Dentures” and “Tinting 
of Dentures.” 

It is hoped that Dr. Pound will give three 
separate illustrated lectures, and by using the 
large lecture theatre which will accommodate 
approximately 400 people, all members will 
have an opportunity of attending. Further 


Blood is Essential 


In this issue of the Journal there appears 
a brief summary of some of the activities of 
the Red Cross. 


The service that this organisation provides 
in which we as dentists should be particularly 
interested is the blood transfusion service. 


As a result of our professional training we 
together with the medical profession can play 
an important role in assisting the Red Cross 
appeal for blood donors. In both patient, social 
and communal contacts interest can be stimu- 
lated in this vital service. In peace and in 
war, from the maternity ward to the battle 
line, the need for blood is ever present. 


Countless lives depend upon the continued 
donation of blood, for blood and blood plasma 
have no substitute. 


In a recent appeal the American Dental 
Association urged members to co-operate in 
the community blood blank programme. The 
concluding sentence we could well bear in 
mind: 


“Offer your services and offer your blood!” 


1. They need your blood (ed.) J.A.D.A. 45:713-4 (Dec.) 
1952. 


details will be given in the next issue of the 
Journal. 

The Commission has also been fortunate in 
securing for Congress Dr. Roy P. Rheuben, 
who practises in Reno, Nevada. Dr. Rheuben 
is a native of Queensland and practised for 
some years in Brisbane before taking up per- 
manent residence in the United States. He 
will present an illustrated lecture on “The 
Hydrocolloid Technique for Full Mouth Recon- 
struction.” 

Dr. Ray Gill, of California, will be sending 
out a paper and supporting film on Crown and 
Bridgework. 

Although no definite information has been 
received from the American Dental Associa- 
tion regarding a representative, the secretary, 
Dr. Harold Hillenbrand, has been most co- 
operative with offers of films, papers and 
hopes to be able to get at least one of their 
members to attend Congress. 
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Members attending Congress are assured of 
some fine lectures during the week. 

Members are reminded that accommodation 
is always a problem at Congress and there- 
fore early receipt of their application forms 
will help the accommodation committee con- 
siderably. 


The Battle for Sound Teeth 


The effects of adding fluorine to community 
water supplies on the dental status of the 
pcpulation have been the subject of study for 
some time. It has been determined that too 
high a concentration of fluorine produces 
mottling of the enamel; and that a complete 
lack is conducive to excessive caries formation. 
It has been conclusively demonstrated that an 
optimum fluoride content, of the order of one 
part per million, will reduce caries in children 
to about one-half its normal incidence, while 
failing to produce mottling. The optimum 
amount is as effective whether water supplies 
have been blended to reduce the natural 
fluoride content to the desired level or 


fluorides have been artificially added to bring 
the content up to the established concentra- 


tion. No harmful effects whatever have been 
observed from drinking waters containing the 
recommended amount of fluoride, either in 
those who have been exposed to it naturally 
for as long as 80 years, or in those who have 
received it on a planned basis for over five 
years. 

An impressive number of professional health 
organizations have reviewed the literature 
independently, it must be added—and have 
concluded that artificial fluoridation of public 
water supplies in controlled amounts is desir- 
able as one effective means for the partial 
control of dental caries in the young. In view 
of its far-reaching effect on a staggeringly 
massive problem, and in the absence of demon- 
strable ill-effects, fluoridation of water sup- 
plies must be reckoned with as one of the most 
significant tools of preventive medicine which 
has been devised in recent years. 


Debate between the conservative and the 
progressive elements is traditional in our 
society and is desirable to maintain good bal- 
ance; but the instinctive tendency of certain 
minds to fear any departure from the sup- 
posedly beneficent processes of nature cannot 
be indefinitely condoned, in the face of accu- 
mulating mountains of evidence. Furthermore, 
it is unfortunate that the case of the con- 
servative should be intensified—as in this 
instance—by the support of vested interests 
and of fanatics and members of the lunatic 
fringe who appear to consider dental caries 
as an essential part of the “American Way 
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of Life’ and any attempt to alter its inci- 
dence as Communist-inspired mass-poisoning. 
A particularly striking example of the 
unfortunate effects of such opposition was 
described at the Denver meeting of the 
Western Branch of the APHA last June. 


The movement for fluoridation in Seattle, 
Wash., began with a revealing study by the 
PTA in 1950, which disclosed that the average 
child in the eleventh and twelfth grades had 
nearly 15 decayed, missing or filled teeth. The 
director of the Seattle-King County Depart- 
ment of Public Health, after thorough con- 
sideration of the evidence, and with the 
approval of the local medical and dental 
societies, recommended to the City Council in 
February, 1951, the introduction of fluorida- 
tion. At first there was no opposition except 
from some _ representatives of the Water 
Department. The Water Department pro- 
duced a fantastically high estimate of cost 
($1.20 per year for each of the premises 
served); and, a local election being in sight, 
the City Council dodged its responsibilities by 
submitting the desirability of fluoridation (at 
this assumed cos,) to the people in a refer- 
endum in March. 

The Department of Public Health, with the 
approval of the medical and dental societies, 
secured the appointment of a highly repre- 
sentative Committee for Fluoridation with a 
Speaker’s Bureau (on which 37 dentists 
served). At the beginning of the campaign, 
however, persons vocal in opposing fluorida- 
tion formed the Washington State Council 
Against Fluoridation which was backed by the 
National Nutrition League, Ine. Most of 
these were owners, operators, and patrons of 
so-called “health food” stores. Later, about 
the first of February, Christian Scientists, 
deploring “compulsory medication,” took the 
lead in forming the Anti-fluoridation Com- 
mittee. An attorney served as chairman, a 
trained publicity man worked with him, and 
a Speaker’s Bureau was formed. Billboards 
opposing fluoridation appeared during the last 
week or so of the campaign. 

Following the formation of the Anti- 
fluoridation Committee in February, oppo- 
sition speakers appeared on a wide variety of 
programmes. Added to the ranks of the oppo- 
sition were three physicians from the Medical 
Society, and several well-known attorneys who 
appeared at meetings, on the radio, and on 
television, to debate the issue on the basis of 
invasion of individual rights. and alleged pres- 
sure for the programme from Oscar Ewing 
and the U.S. Public Health Service. Their 
a alternative was to add fluorides to 
salt. 

Although a great deal of nonsense has been 
talked about the subject, perhaps the climax 
of absurdity was reached in this debate by 
the claim that the addition of fluoride was 
“Socialized Medicine.” 
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Radio and television stations became active 
instruments for local propaganda. The Com- 
mittee for Fluoridation issued 10,000 copies of 
a pamphlet and the opposition distributed 
great quantities of literature. The first of 
these pamphlets carried a skull and crossbones 
on the front. Reprints were distributed includ- 
ing accusations of “Socialized Medicine” and 
recommendations for a “campaign for better 
systemic health through natural nutritious 
foods.” Fluorine was described as “rat 
poison” which would cause hardening of the 
arteries, would interfere with kidney excre- 
tion, cause bones to become brittle, and might 
cause cancer. It was alleged that fluorine was 
used in Germany after World War I to 
“weaken the wills of the people.” 


The battle continued for nine weeks; and on 
11th March the fluoridation proposal was 
defeated by a vote of two to one. 


The reader will be inclined to say that such 
, a campaign could not take place—and cer- 
tainly could not succeed—in an _ educated 
American community. But it did and the teeth 
of Seattle children must continue to ache. 


In reading about this case, one ‘s forcibly 
reminded of the outcry which occurred in 
Boston in 1721 against smallpox inoculation. 
Cotton Mather, the learned divine who played 
a courageous part in defending the practice, 
says he ‘‘never saw the Devil so let loose . . 
A lying spirit was gone forth at such a rate 
that there was no believing anything one 
heard . . . The people who made the loudest 
cry .. . had a very Satanic Fury activating 
them. They were, like the possessed people 
in the Gospel, exceeding fierce.” 

Perhaps even more menacing, in view of its 
national import, is the recent display of the 
same prejudiced thinking in the setting of 
that recurrent phenomenon, a Congressional 
investigating committee. The House Select 
Committee To Investigate the Use of Chem- 
icals in Foods and Cosmetics, more easily 
known as the Delaney Committee, has just 
published over 600 pages of its hearings on 
fluoridation of water supplies. The saddest 
part of the hearings reports the mental 
gymnastics of a physician member of the 
Committee, formerly a public health official, 
who proclaimed for the record that public 
health officials force state health officials to 
carry out programmes presumably against 
their will by means of bribery; and, finally, 
that “you can prove most anything you want 
to by the statistical figures on morbidity and 
mortality.” This gentleman may—or may not 
—have revealed his own personal motivations 
in these statements. He certainly did not 
represent the public health profession, with 
which he was for a short time allied. 

The opposition to fluoridation is not easy to 
understand. Perhaps only the psychiatrist can 
find an adequate explanation for the phenom- 
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enon, since an exaggerated fear of change is 
a common symptom of insecurity. The primary 
interests involved are those of the dentist; 
and with a vision and a public spirit worthy 
of the highest praise, they are precisely the 
people who have led in this campaign. All 
honor to them! 


The Friends of Dental Caries won in 
Seattle and showed strength in the House 
Committee to which we have referred. They 
won the battle of Seattle; but they cannot win 
the war. “Truth is Mighty” and, in the long 
run, it will prevail. 


1. Lehman, S. P., and Kahn, B. L.—‘‘Seattle Votes on 
Fluoridation.” Seattle, Wash. Seattle-King County 
Department of Public Health, 1500 Public Safety 
Building. 

(Reprinted from the American Journal of 

Health, October, 1952, pp. 1304-1306.) 


Public 


University of Pennsylvania 


Dy. Lester W. Burket, Dean of the School 
of Dentistry, University of Pennsylvania, has 
ai nounced the appointment of Dr. LeRoy M. 
Ennis as Chairman of the 75th Anniversary 
Celebration Committee. 

The Dental School, founded 6th March, 
1878, was the third university dental school 
in America. The first class to be graduated 
was ist March, 1879, and since that date, 
7,922 graduates have entered into the practice 
of dentistry in every state of the Union and 
in nearly every foreign land. 

Dr. Ennis, Professor of Roentgenology, and 
past-president of the American Dental Asso- 
ciation, has named a committee of 12 men to 
assist him in arranging plans for the celebra- 
tion, which will take place on 10th, 11th, and 
12th June, 1953. An extensive programme has 
been planned by the committee and the largest 
assembly of Alumni in the school’s history is 
expected. The committee is very desirous of 
receiving messages from Alumni in foreign 
lands for this occasion. These messages will 
be placed in the historical record. 


Red Cross Serves All 


Hundreds of thousands of people through- 
out Australia have been helped through Red 
Cross services, in war and in peace. 

The major service which Red Cross offers 
the community is blood transfusion. Whole 
blood and serum are provided free by the Red 
Cross to everyone in Australia requiring 
transfusions. Last year 121,826 donors were 
bled and 51,689 pints of whole blood and 
17,721 pints of serum were used by the com- 
munity. Mobile Blood Units in almost every 
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State travel around the country enrolling 
blood donors. This service accounts for almost 
one-fifth of the total Red Cross expenditure. 

Another major service to the community is 
the maintenance of T.B. Homes and Hospitals. 
In New South Wales, there are three modern 
hospitals, including one specially fitted for 
dealing with tubercular mothers. One of these 
hospitals, Bodington, is equipped to give the 
most advanced surgical treatment to patients. 
Costs of the T.B. Hospitals account for 13 per 
cent. of the total Red Cross budget. 

While it is possible to dissect the Red Cross 
budget, it is not possible to put a price on 
many of its services. These services in Aus- 
tralia make up the Red Cross contribution to 
the health and happiness of the nation. They 
are planned to fill a need which is not other- 
wise met by a government organisation or 
similar body. Because of the tremendous and 
self-sacrificing voluntary work of Red Cross 
members, costs are kept at a minimum, but, 
even so, more than a million pounds are spent 
yearly on these services. 


That is why Red Cross 
appeals to the public every 
year for support—for the 
hundreds of thousands of 
Australians who depend on 
these services, the people 
who are saved through blood, 
the tubercular mothers, the 
servicemen in the field— 


these are the people you help when you help 
Red Cross! 

Help now with your services, or your 
money! 


World Conference on 
Endodontics 


The schedule for the World Conference on 
Endodontics to be held at the School of Den- 
tistry, University of Pennsylvania, 21st to 
27th June, 1953, has now been completed. The 
programme will include outstanding men in 
their respective fields from various parts of 
the world. Among the leading Endodontists 
who will participate in the Conference are 
Dr. B. Nygaard Ostby of Norway, Dr. W. 
Stewart Ross of England, Dr. Francisco Pucci 
of Uruguay, Dr. George Hare of Canada, and 
others. In addition, a number of prominent 
physicians such as Dr. John A. Kolmer, Dr. 
Frank Melemey and Dr. W. Paul Havens, will 
take part in the programme. 

Tuition fee for the conference $100. Appli- 
cations will be accepted in the order received. 
Apply to Postgraduate Courses, School of 
Dentistry, University of Pennsylvania, 4001 
Spruce Street, Philadelphia. 
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Regulations Relating to the 

Examinations for the Diploma 

of Fellow in Dental Surgery 
(F.D.S.R.C.8., Eng.) 


GENERAL REGULATIONS. 

1. The Diploma of Fellow in Dental Surgery 
of the Royal College of Surgeons of England 
may be granted to those who possess a dental 
qualification registrable in the British Dentists’ 
Register and to graduates or diplomates in 
Dental Surgery of those Universities and other 
Licensing Bodies recognised by the Council for 
the purpose, who comply with the regulations 
hereinafter set forth. 

2. Candidates for the diploma are required 
to pass two examinations, namely, the Prim- 
ary Examination and the Final Examination, 
after obtaining a recognised qualification in 
dental surgery. 

3. The fees payable for admission to the 
Primary and Final Examinations are set out 
in regulations 19 and 24. 

4. The fees payable before the diploma’ can 
be granted, in addition to the fees payable for 
admission to the examinations, are:—In the 
case of Licentiates in Dental Surgery of the 
College, £10/10/-. In the case of all other 
candidates, £21. These fees are not payable 
until both examinations have been passed. 

5. The Diploma of Fellow in Dental Surgery 
cannot be granted to a candidate who has not 
attained twenty-five years of age. A candi- 
date may, however, enter for the Final 
Examination before he has reached this age. 

6. The Diploma of Fellow in Dental Surgery 
of the Royal College of Surgeons of England 
is registrable in the British Dentists’ Register 
as an additional qualification, provided that 
the name of the holder already appears in 
that Register. Full particulars regarding the 
registration of the diploma can be obtained 
from the Registrar of the Dental Board of the 
“gi Kingdom, 44 Hallam Street, London, 

7. All enquiries and communications with 
reference to the examinations for the Diploma 
of Fellow in Dental Surgery must be 
addressed to the Examinations Secretary, 
Examination Hall, Queen Square, London, 
W.C.1. 

8. Applications for admission to the 
Primary examination must reach the Exam- 
inations Secretary at least twenty-one days 
before the examination begins, and for the 
Final examination at least thirty-five days 
before the examination begins. 

9. The dates of the examinations are pub- 
lished annually in the Examinations Calendar, 
obtainable free of charge from the Examina- 
tions Secretary. 
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10. Applications for admission to either 
examination must be accompanied by the 
required certificates and the full amount of 
the fee payable for the examination. Can- 
didates may enter for both the Primary and 
Final Examinations at the same time, on the 
understanding that should they be unsuccessful 
in the Primary Examination, their entry for 
the Final Examination will be withdrawn and 
the fee payable for that examination will be 
refunded in full. 

11. A candidate withdrawing an application 
for admission to an examination, in writing, 
may receive back the full amount of the fee 
paid, provided that such withdrawal is 
received before the date on which the appli- 
cations are due as shown in the Examinations 
Calendar. 

A candidate withdrawing an application for 
admission to an examination on or after the 
date on which applications are due—as shown 
in the Examinations Calendar—or who fails 
to appear for an examination for which his 
entry has been accepted, may receive back 
one-half of the full amount of the fee paid. 
The proportion of the fee to be returned may 
be varied at the discretion of the Council on 
the production, within seven days of the 
withdrawal or failure to appear at the 
examination, of medical or other evidence of 
compassionate grounds satisfactory to the 
Council. 

(Applications for the exercise of the Coun- 
cil’s discretion under the foregoing paragraph 
must in all cases be addressed to the Examina- 
tions Secretary.) 

12. Candidates who desire to make repre- 
sentations with regard to the conduct of their 
examinations must address them to the Exam- 
inations Secretary and not in any circum- 
stances to an Examiner. 

13. The Council may refuse to admit to 
examination or to proceed with the examina- 
tion of any candidate who infringes any of 
the regulations or who is considered by the 
Examiners to be guilty of behaviour preju- 
dicial to the proper management and conduct 
of the examination. 

14. Papers set at the several examinations 
are published annually, and may be obtained 
from Messrs. Taylor & Francis, Ltd., Red Lion 
Court, Fleet Street, London, E.C.4, at the price 
of 1s. 2d. (including postage) for each year’s 
papers. 


PRIMARY EXAMINATION. 


15. The examination is held in the months 
of April and October, unless otherwise 
ordered. 

16. The subjects of the examination are (a) 
Applied Anatomy, including the anatomy and 
histology of the teeth and jaws, and (b) 
Applied Physiology and the Principles of 
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Pathology of importance in Dental Surgery. 

17. The examination is partly written and 
partly oral. 

18. Candidates are admissible to the exam- 
ination (vide paragraph 10) at any time after 
obtaining one of the qualifications specified in 
paragraph 1. 

(Candidates whose names do not appear in 
the current Dentists Register must submit 
evidence of their qualification, and of the date 
of acquirement thereof.) 

19. The fee payable for admission or re- 
admission to the examination is £8 8s. 0d. 


FINAL EXAMINATION. 

20. The examination is held in the months 
of July and December, unless otherwise 
ordered. 

21. The subjects of the examination are (a) 
Surgery, (b) Oral Pathology and Bacteriology, 
and (c) Dental Surgery. 

22. The examination in Surgery is partly 
oral and partly clinical. The examination in 
Oral Pathology and Bacteriology and Dental 
Surgery is partly written, partly oral and 
partly clinical, and includes the examination 
of patients and operative dental surgery. 

(Candidates should bring with them white 
coats and hand instruments necessary for 
conservative dental surgery, and any hand 
instruments for minor oral surgery which they 
may desire.) 

23. Candidates who have passed _ the 
Primary Examination are admissible to the 
examination on production of evidence of: 

(a) Having been engaged in the acquire- 
ment of professional knowledge for not 
less than two years subsequent to the 
date of having obtained a qualification 
specified in paragraph 1. 

(b) Having held for not less than six 
months a whole-time hospital appoint- 
ment or appointments approved by the 
Council for the purpose. Candidates 
who have not exactly fulfilled the 
requirements of this regulation may 
submit their record of experience to the 
Examinations Secretary, to be assessed 
by the President. 

24. The fee payable for admission or re- 

admission to the examination is £15 15s. Od. 

25. The list of Universities and Colleges 
whose dental degrees and diplomas are recog- 
nised by the Council. 


SCOPE. OF THE EXAMINATIONS. 

The following information is for the guid- 
ance of candidates and indicates only the 
general scope of the examinations. No detailed 
syllabus is issued. 


Primary Examination. 
Anatomy. 


The developmental and _ topographical 


anatomy of the head and neck, with special 


' 
i 
\ 
‘ 
| 


34 


reference to application to dental practice. The 
topographical anatomy of the thorax and 
abdomen sufficient for the understanding of 
physiological processes and disease. 

The evolution, development, macroscopic and 
microscopic structure of the dental tissues. 
Comparative anatomy illustrative of the 
evolution of the dentition and adaptation to 
function. 


In the following subjects, attention will be 
directed to principles, especially to those which 
have application in the field of dental surgery. 
A detailed knowledge of experimental and 
histological technique will not be required. 


Physiology. 

The principles of human physiology, with 
special reference to development, calcification, 
growth, metabolism and nutrition. Function, 
growth and retrogressive changes in the teeth 
and jaws. Influence of heredity, endocrine 
system, diet and metabolism on the teeth and 
jaws. Salivary glands and saliva. Mastication, 
deglutition, taste, phonation and articulation. 
Pathology. 

The principles of pathology and bacteriology, 
including inflammation, fever, immunity, in- 
fection, repair, disturbances in metabolism, 
growth and body fluids, local and somatic 
death, diseases due to bacterial infection, 
viruses and neoplasia. 


Final Examination. 
Surgery. 

Surgical principles and practice. Systemic 
disease with oral manifestations. The 
regional surgery of the face, lirs, tongue, 
salivary glands, skull and jaws. 


Dental Surgery and Pathology. 


Candidates may be examined in any branch 
of dental surgery and pathology, including 
operative dental surgery, dental materia 
medica, and in bacteriology and radiology in 
relation to dental surgery. 


FACULTY OF DENTAL SURGERY. 
Postgraduate Education. 


Postgraduate Lectures in General, Oral and 
Dental Surgery are held twice yearly at the 
College. . 

In addition the Departments of Anatomy, 
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Physiology and Pathology are available for 
instruction in the Basic Sciences in their 
application to Dental Surgery. 

Residential accommodation in the College is 
available for students attending courses. 

The Library and Museum are open daily. 

Full details may be obtained on application 
to Mr. W. F. Davis, Secretary, Faculty of 
Dental Surgery, at the College, Lincoln’s Inn 
Fields, London, W.C.2._ - 


Western Suburbs Dental Ball 


The Western Suburbs Dental Group wish to 
announce that their Annual Ball will be held 
at the Petersham Town Hall on Tuesday, 
13th June, 1953. 

Tickets may be obtained and reservations 
made through Mr. H. C. Osborne, Bank of 
N.S.W. Chambers, Church Street, Parramatta. 


Jennings Shield 


The 17th Annual Cricket Match between 
the Dentists and the Dental Undergraduates 


for the Jennings Shield took place on 12th 
November on the picturesque University Oval 
in the presence of many prominent members 
of the profession. 

The Undergraduates 
victory. 

The Dentists, winning the toss, sent the 
Undergraduates in on a soft wicket, and 
these immediately went for runs and hit up 
108 for the loss of 4 wickets. They then 
closed the innings and dismissed the Dentists 
just at stumps drawn for 92 with a win of 
16 runs. 

Dr. Allan Lawes proposed the toast of the 
teams, which was responded to by Ken 
Binns, Captain of the Dentists’ team and 
John Latimer, Captain for the Under- 
graduates. 

The winning trophies were presented 
by Dr. John Brookes to Undergraduates 
D. Hutchinson (Batting), W. Calov (Bowl- 
ing), and E. Kelly (Fielding), and to Dentists 
R. Thompson (Batting), R. Stewart (Bowl- 
ing) and E. Morris (Fielding). 

A vote of thanks to the donors proposed 
by John E. Spencer was responded to by 
John T. Jennings, Snr. 


registered a fine 
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Association Activities 


Australian Dental Association 
(Federal Office) 


FEDERAL NEWSLETTER NO. 8. 


The Annual Meeting of the Federal Council 
of the Australian Dental Association was held 
in Sydney throughout the day of Saturday, 
18th October, 1952, all State Branches being 
represented at the meeting. The Federal 
Executive met on the previous day. 

Election of Officers 1952-53. 

The only nominations received being those 
of the retiring officers, the chairman declared 
these officers re-elected in accordance with the 
Constitution. The Federal Officers of the 
Association for the ensuing two years are: 

President: Dr. J. V. Hall Best. 

Vice-President: Dr. K. T.. Adamson. 

Interstate Vice-President: Dr. J. M. Wark. 

Hon. Secretary: Mr. N. E. Edney. 

Hon. Treasurer: Dr. A. G. Rowell. 

The appointment by the Federal Executive 
of Mr. E. F. Hewlett as Executive Secretary 
until the next Annual Meeting of the Associa- 
tion was confirmed by the Annual Meeting of 
the Federal Council. 

At the direction of the President the office 
of the Association will be situated in Sydney. 


The Annual Meeting of the Council consid- 
ered the Annual Report, the Balance Sheet 
and Treasurer’s Report, Reports of Com- 
mittees, Special Reports of the Federal Officers 
and other matters of general business. 

The following current matters of general 
interest arise from the business transacted at 
the meeting: 

Pharmaceutical Benefits. 

The Federal Office has completed submis- 
sions to the Minister for Health, the Rt. Hon. 
Sir Earle Page, on the proposed list of drugs 
and the functions of dentists under the pre- 
posed amendment of the Act. 

Recommendations regarding the establish- 
ment of supervisory committees were also 
submitted. 

These submissions and recommendations 
were approved by the Federal Council. 
Repatriation Dental Service. 

The Vice-President (Dr. K. T. Adamson) 
and Interstate Vice-President (Dr. J. M. 
Wark), who have given much time and energy 
to the protracted negotiations with the Repat- 
riation Commission in relation to Repatriation 
Dental Benefits, presented a full and compre- 
hensive resume of these negotiations. 


Favourable results have been obtained in 
the negotiations as to the administration of 
the Repatriation Dental Benefits Scheme, but 
finality has yet to be reached on the Schedule 
of Treatment and Fees submitted by the Asso- 
ciation and being considered by the Federal 
Treasury. 

Some of the items approved by the Treasury 
are considered satisfactory, but further nego- 
tiations are being carried out as to certain 
items considered unsatisfactory. It is hoped 
that these negotiations will soon be completed 
and that the approval of the Treasury will 
enable finality to be reached with the Repat- 
riation Commission on the Scheme on a basis 
satisfactory to members. 


Federation Dentaire Internationale. 

It was resolved by the Federal Council that 
the Australian Dental Association con*inue its 
membership of the Federation Dentaire Inter- 
nationale under the new Articles of Associa- 
tion and Regulations adopted in London in 
July, 1952, as a “corresponding member.” This 
form of membership permits the attendance of 
an “Observer” to any meeting of the Federa- 
tion, but not a “Delegate.” It was felt that 
the budgetary limitations and the geographical 
isolation of the Australian Dental Association 
prevented the subscription necessary for full 
membership but the Council appreciated the 
necessity for some form of affiliation by this 
Association with this international organisa- 
tion. 


Fluoridation of Drinking Waters. 

The decision of the National Health and 
Medical Research Council in relation to the 
fluoridation of public water supplies (quoted 
in Newsletter No. 7) was endorsed by the 
Federal Council and should act as a useful guide 
to State Branches when approaching State 
Governments contemplating the practical 
application of this caries-reducing measure. 


13th Australian Dental Congress. 

The Queensland Branch reported that the 
arrangements for the 13th Australian Dental 
Congress to be held in Brisbane from 1st-5th 
June, 1953, were progressing most favourably. 


Basic Plan for Dental Congresses. 

The Basic Plan for the Organisation of 
Dental Congresses which had been most care- 
fully drafted by Dr. R. G. Williams and 
circulated to State Branches was considered 
and approved subject to certain amendments. 
The adoption of this Basic Plan will greatly 
facilitate the work of State Branches organis- 
ing these periodic functions in the future. 
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Appointment of Representatives. 


The Federal Council expressed its apprecia- 
tion of the duties of various Committees and 
of the representatives appointed by this 
Association to various organisations. 

The existing Standards Committee was re- 
appointed and Mr. Edward Campbell was 
added to the Committee as an additional 
member. The Federal Council expressed its 
appreciation of the work carried out by this 
Committee during the year. 

The following appointments were made by 
the Annual Meeting: 

Professor A. J. Arnott was appointed repre- 
sentative of the Association on the National 
Health and Medical Research Council for the 
ensuing two years. 

Mr. Hartley Gibson was appointed to repre- 
sent the Association on the Flying Doctor 
Service. 


Calculation of Provisional Tax. 


It is desired to draw the attention of mem- 
bers to the fact that upon receipt of their 
Income Tax Assessment on the financial year 
ending 30th June, 1952, which will include 
Provisional Tax payable in respect of their 
income for the year ending 30th June, 1953, or 
by 31st March, 1953, whichever is the later, 
it is incumbent upon every taxpayer to make 
a calculation of his income for the year end- 
ing 30th June, 1953, and to assess the Pro- 
visional Tax payable thereon. 

Alternatively, he may, if he so desires, 
accept the Provisional Tax and estimated 
income as assessed by the Taxation Depart- 
ment. 

In the event of the taxpayer’s income vary- 
ing by more than 20% from his own estima- 
tion or from the estimation made by the 
Taxation Department, upon which they have 
based the Provisional Tax in the Assessment 
if he elects to accept this estimation, the 
Commissioner is empowered to impose a 
penalty. 


J. V. HALL BEsT, 
Federal President, 
23rd January, 1953. 


Australian Dental Association 
(New South Wales Branch) 


ANNUAL GENERAL MEETING. 


Annual Report, Treasurer’s Report, 
Appointment of Auditor. 
The Annual General Meeting of the Asso- 
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ciation was held on 25th November, 1952, on 
which occasion the Annual Report, Treasurer’s 
Report and Balance Sheet as circulated to all 
members of the Association were adopted. 

The meeting further appointed Messrs. 
C. O. Beck and Wayland, Auditors of the 
Association. 


Honorary Members for 1953. 


The meeting elected the following persons 
Honorary Members of the Australian Dental 
Association, New South Wales Branch, for the 
year 1953: 

The President, Australian Dental Associa- 
tion; The President, British Dental Associa- 
tion; The President, American Dental Associa- 
tion; The President, New Zealand Dental 
Association; The President, British Medical 
Association (N.S.W. Branch); The President, 
Dental Board of New South Wales; Professor 
A. J. Arnott, Professor Harvey Sutton, Dr. 
P. C. Charlton, Dr. N. E. Goldsworthy, Mrs. 
John Barr, Mr. T. T. Alkin. 


Election of Executive. 


The results of the ballot for the election of 
the Executive for the ensuing year were 
announced to the meeting. 

At the conclusion of the Annual General 
Meeting the new Executive retired to elect 
Officers and Statutory Committees. 

An Ordinary Meeting of the Association 
continued during which a film programme was 
presented and, upon the return of the Execu- 
tive to the meeting, the office-bearers for the 
ensuing year were announced. 


EXTRAORDINARY GENERAL MEETING. 


An Extraordinary General Meeting of the 
Association was held prior to the Annual 
General Meeting on 25th November, 1952. 

The business of the meeting was to deal 
with certain proposed alterations to the 
Articles of Association and By-laws of the 
Association. The Special and Extraordinary 
Resolutions relating to these changes were 
carried by the meeting without dissent. 


EXECUTIVE REPORT. 


Additional Members of the Executive. 

The following members have been appointed 
Additional Members of the Executive for the 
current year upon the nominations of the 
various Divisions of the Association: 

J. H. Anker (Blue Mountains Division) ; 
H. W. Shand (Far North Division); G. R. 
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Solomon (Newcastle and Hunter River Dis- 
trict Division); Dr. B. T. Martin (North and 
North West Division); F. C. Hadden (North- 
Eastern Division); Dr. J. D. Oddy (South 
Coast Division); A. Broughton (Southern 
Division) ; M. Hamilton (Southern Tablelands 
Division) ; L. B. Hume (Western Division). 


Committees: 


The following Committees 
appointed by the Executive: 


have been 


Defence: Dr. E. R. Magnus, Chairman; Dr. 
F. E. Helmore, Mr. N. E. Edney, Mr. C. C. 
Croker, Mr. J. G. Fletcher. 


Journal: Mr. A. G. Hunter, Chairman; Mr. 
G. Baulman, Mr. E. J. Gee, Mr. N. D. Martin, 
Mr. R. Y. Norton, Mr. R. Tompson, Dr. Ellice 
Weir. 


Dental Health: Mr. N. D. Martin, Chair- 
man; Dr. O. Basil-Jones, Dr. R. McMullin, 
Mr. B. W. Maundrell, Mr. J. Noble, Mr. R. Y. 
Norton, Mr. T. Royse-Smith, Mr. J. W. 
Skinner, Mr. R. Tompson, Mr. G. Morse 
Withycombe. 


Committee of the Honorary Officers: Mr. 
N. E. Edney, Chairman; Dr. F. E. Helmore, 
Dr. A. G. Rowell, Mr. W. A. Grainger, Mr. 
R. Y. Norton. 


Research: Mr. W. A. Grainger, Chairman; 
Professor A. J. Arnott, Dr. J. S. Baird, Dr. 
R. M. Kirkpatrick, Mr. N. D. Martin. 


Ethics: Mr. H. McD. Finnie, Chairman; 
Mr. G. E. Baulman, Mr. J. G. Fletcher, Mr. 
E. J. Gee, Mr. R. Krauss, Mr. R. G. Leeder. 


Syllabus: Mr. W. A. Grainger, Chairman; 
Mr. E. J. Gee, Mr. N. D. Martin, Dr. A. G. 
Rowell. 


Divisions: Mr. R. Krauss, Chairman; Mr. 
J. H. Anker, Mr. A. Broughton, Mr. M. G. 
Hamilton, Mr. L. B. Hume, Dr. J. D. Oddy. 


Sports and Social: Mr. R. Y. Norton, Chair- 
man; Mr. K. O. Binns, Mr. J. G. Fletcher, Mr. 
R. G. Leeder, Mr. L. J. Noone, Mr. F. R. Reid, 
Mr. T. Royse-Smith, Mr. R. W. Wilson. 


Benevolent and Provident Fund: Mr. W. A. 
Grainger, Chairman; Mr. R. C. Dennett, Mr. 
R. Krauss, Mr. L. J. Noone, Dr. J. D. Oddy, 
Mr. F. R. Reid. 


Library: Mr. A. G. Hunter, Chairman; Dr. 
C. H. Graham, Dr. R. W. Halliday, Mr. N. D. 
Martin, Dr. W. D. Suthers, Mr. Ralph Tomp- 
son, Mr. A. O. Watson. 
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Post-Gradute Courses: Mr. W. A. Grainger, 
Chairman; Dr. G. V. Gengos, Dr. R. W. Halli- 
day, Dr. F. E. Helmore, Mr. R. Krauss, Dr. 
R. N. MeMullin, Mr. N. D. Martin. 


Articles of Association: Dr. A. G. Rowell, 
Chairman; Mr. J. G. Fletcher, Mr. E. J. Gee, 
Mr. R. Krauss, Mr. R. Y. Norton, Mr. T. 
Royse-Smith. 


Apprenticeship in Dental Technology: Mr. 
R. Krauss, Chairman; Mr. N. E. Edney, Dr. 
C. H. Graham. 


Fluoridation of Drinking Water: Mr. N. D. 
Martin, Chairman; Mr. E. J. Gee, Mr. R. 
Krauss, Dr. A. G. H. Lawes. 


Divisional Expenditure: Mr. J. G. Fletcher, 
Chairman; Mr. R. Krauss, Mr. R. Y. Norton. 


Fact-finding Committee concerning direct con- 
tractual relationships with the public by 
dental technicians. 

The Fact-finding Committee, set up by the 
Minister for Health to investigate proposals 
made to him that-dental legislation be amended 
to permit dental technicians direct contractual 
relationships with the public in the supply of 
artificial dentures, has met on two occasions 
(24th November, 1952, and 2nd February, 
1953). 

The Association has taken steps to provide 
much detailed factual information for con- 
sideration by this Committee. 

The meetings of the Fact-finding Committee 
will continue, so that a full report cannot be 
given at the present moment, but members 
will be advised of the full details as soon as 
possible. 


Poisons Advisory Committee. 

The Association has been granted represen- 
tation on the Poisons Advisory Committee set 
up under the new Poisons Act, and the Execu- 
tive has nominated Dr. E. R. Magnus as the 
Association’s representative on this Com- 
mittee, which appointment has been confirmed. 

This Poisons Advisory Committee will have 
an important function in preparing the 
Schedules of Drugs to be listed under the Act 
and in advising as to the Regulations to be 
made. 


Fluoridation of Drinking Waters. 

The Association has appointed a special 
committee to advise the Executive as to the 
furtherance of the Association policy in 
regard to the fluoridation of drinking waters 
in this State. 

The attention of a number of responsible 
public bodies has been drawn to this procedure. 

The Executive wishes to encourage the 
formation of small local committees of mem- 
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bers within Divisions or smaller areas to 
implement the consideration by local author- 
ities and the public of the fluoridation of 
water supplies for the partial control of dental 
caries. 

The Committee is preparing a summary of 
latest data and opinions in this State for the 
use of such committees. 


Articles of Association and By-laws. 


Subsequent to the amendment of the Articles 
and By-laws of the Association at Extra- 
ordinary General Meetings in December, 1951, 
and November, 1952, the new Articles and 
By-laws are to be printed and all members 
will receive a copy in the near future. 


Extension of the Boundaries of the Southern 
Tablelands Division of the Association. 


The Executive at its meeting on 9th Febru- 
ary, 1953, considered a request from the 
Southern Tablelands Division that the bound- 
aries of that Division be extended to cover 
such towns as Camden, Picton and Campbell- 
town, these towns not being included in the 
boundaries of any country Division. The 
Executive resolved: 


‘That the boundaries of the Southern Tablelands 
Division be extended to include those towns beyond a 
radius of 18 miles from the G.P.O., Sydney, not already 
included within the boundaries of the Western, South 
Coast, and Blue Mountains Divisions. 


Technical film. 


The Post-Graduate Courses Committee of 
the Association, with the active co-operation 
of several members and technical assistants, 
have completed the production of a film 
entitled “Precision Inlays by Hydrocolloid 
Technique.” 

This film, after final editing, will prove a 
most useful addition to the Association’s film 
library. 


Holiday Emergency Roster. 


The holiday emergency roster arranged by 
the Association during the Christmas-New 
Year holiday period proved of great service 
to the public, over 500 calls being made for 
emergency dental treatment. 

The Newcastle and Hunter River District 
Division also provided a holiday emergency 
service in the Newcastle area. 

It is hoped to extend this service to other 
holiday periods and the co-operation of mem- 
bers will be sought to establish such service. 


MEMBERSHIP. 


Full members. 
Bender, Peter Whitefield, B.D.S.; 
Malcolm Sydney, B.D.S.; Calov, 


Brodie, 
Robert, 
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B.D.S.; Chappell, Brian Wilfred, B.DS., 
L.D.S.R.C.S.; Coxon, Alfred Peter, B.D.S.; 
Ditchfield, Brian F., B.D.S.; Donaldson, Wil- 
liam Robert Bruce, B.D.S.; Dunningham, 
Stephen John, B.D.S.; Edwards, Tainton 
Edward Albert, B.D.Se.; Fryer, Frederic 
Herbert George, B.D.S.; Haddow, Peter G., 


B.D.Se.; Harris, Robert, M.D.S.; Lewis, 
Harris Keith, B.D.S.; Lumley, Alan Max, 
B.D.S.; McKenzie, Donald James Gordon, 


B.D.S.; Marles, Frederick Geoffrey, B.D.S.; 
Moore, Thomas Marden, B.A., B.D.Sc., L.D.S.; 
O’Neill, Bernard Hugh, B.D.Sc.; Page, John 
Lawford, B.D.S.; Pearce, Graham Raymond, 
B.D.S.; Piper, Brian James, B.D.S.; Simpson, 
Colin Wallace; Smith, William MHarrison, 
B.D.S.; Townsend, William Arthur. 


Restricted members. 


Cope, Norman; Hogue, Stephen James, 
L.D.S.; Ramsay, Edward Henry Pierson; Van 
Lubeck, Henry, D.D.S. 


Qualified members. 


Cusick, Alton Richard, B.D.S., D.D.S.; 
Graham, Campbell Harry, B.D.S., D.D:S.; 
Macansh, John Donald, B.D.S.; Parker, Rupert 
Bourke, B.D.S.; Pyke, Thomas Frederick, 
B.D.S. 


Leave of absence. 


Wood, P. B. 


Resignations. 


Barber, E. F. T., M.D.S.; Bardsley, R., 
B.D.S.; Barnes, Reginald; Benbow, H. J., 
B.D.S.; Blair, K. M.; Bourke, Kevin J., B.D.S.; 
Cooper, William P.; Dobinson, Ronald Joseph, 
B.D.S.; Douglass, A., B.D.S.; Dyball, R. J., 
B.D.S.; Hardie, H. G., L.D.S., B.D.S.; Heaphy, 
G. A.; Hicks, H., B.D.S.; Hughes, F. A.; 
Kerfoot, Geoffrey, B.D.S., D.D.S.; Lee, S. D., 
D.D.S.; Logan, C. D., B.D.S.; Lyons, C. A. A., 
B.D.S.; Matthews, C. B.; Moses, Cecil F.; 
Musgrave, Doreen, B.D.S.; Parry, Jack, 
B.D.S.; Spark, Allan E.; Stacy, G., B.D.S.; 
Wainwright, D. V. R.; Weaver, T. L., B.D.S.; 
Willington, A. D., B.D.S., D.D.S. 


Student Associates. 


Donald, John Gwynne Fraser; Mercieca, 
Frank; Mills, Gerald H.; Mills, Warren Mal- 
colm; Newbrun, Ernest; Pringle, Jack A.; 
Roche, Maurice Bryan; Sebel, Abraham. 
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Mr. N. E. EDNEY 
President 


Dr. F. E. HELMORE 
Vice-President 


The Executive elected at the Annual Meet- 
ing for 1952-53 was: 


Baulman, G. E. 
Edney, N. E. 
Fletcher, J. G. 
Finnie, H. McD. 
Gee, E. J. 
Grainger, W. A. 
Helmore, F. E. 
Hunter, A. G. 
Krauss, R. 
Lawes, A. G. H. 
Leeder, R. G. 
Martin, N. D. 
Norton, R. C. Y. 
Rowell, A. G. 
Royse-Smith, T. 
Tompson, F. E. R. 


Australian Dental Association (New South Wales Branch) 


The following office-bearers were elected 
from the Executive for 1952-53: 


President: Mr. N. E. Edney. 


Vice-Presidents: Dr. F. E. Helmore, Dr. 
A. G. Rowell. 


Honorary Treasurer: Mr. W. A. Grainger. 


Dr. A. G. ROWELL 
Vice-President 


Mr. W. A. GRAINGER 
Honorary Treasurer 
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New Books and Publications 


ORAL SurRGERY, by Kurt H. Thoma, St. Louis, 
1952, 2nd ed. C. V. Mosby Co. (1688 pp., 
1789 illus.). Price £15/15/- (set of 
2 vols.). Our copy by courtesy of W. Ram- 
say (Surgical) Pty. Ltd. 

The second edition of this publication 
includes a separate chapter on chemotherapy 
and antibiotic therapy which will serve to be 
a valuable reference for the general prac- 
titioner as well as for the specialist. 


The section on acquired jaw defects and 
surgical deformities covers the new develop- 
ments in the treatment of these conditions. 


The illustrations are well selected and the 
reproduction is excellent. 


The second edition of this useful book offers 
a very handy manual of Oral Surgery. 
—A. J. Arnott. 


TOOTHBRUSHING AND MASSAGE IN PERIODONTAL 
DISEASE. (An experimental clinical his- 
tologic study), by Torsten Castenfelt, 
Stockhclm, 1952; trans. by Stanley 
Vernon (115 pp., 36 illus.). Our copy by 
courtesy of the author. 


This paper-covered treatise of 115 pages 
gives a detailed account of an experimental 
study of the effects of the toothbrush and 
wooden sticks (for interdental stimulation) on 
the gingivae. 

This is probably the first serious attempt 
which has been made to investigate these 
effects in a properly controlled manner, and 
as such it must be regarded as a valuable 
contribution to periodontal literature. To 
quote the author’s own words, 


Massage is a very old form of therapy in chronic 
periodontal disease and has been the object of very 
wide interest. Yet investigators hitherto have scarcely 
produced any facts on the basis of which it might be 
evaluated. The chief aim of the present investigation 
was to bring such facts to light. 


Castenfelt’s study appears to have demon- 
strated satisfactorily the ability of massage to 
reduce the depth of periodontal pockets, though 
this reduction averaged only .63 mm. after 
33 days’ massaging. The author describes this 
reduction in depth as experimentally sig- 
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nificant, which it probably is; but from the 
therapeutic viewpoint it would be of value 
only in the very earliest cases of gingival 
pocket formation. In this regard, however, the 
real value of massaging lies in helping to 
prevent pockets from developing in the first 
place or, alternatively, from recurring once 
they have been eliminated. 


The author was also able to demonstrate 
a significant reduction in the tendency to gin- 
gival bleeding as a result of massage (though 
he does not suggest to what changes in the 
tissues this improvement was due). One may 
comment here that clinical experience strongly 
supports this finding. 


Most periodontists will be surprised to 
learn, however, that Castenfelt’s investiga- 
tions completely failed to demonstrate any 
increase either in the thickness of the horny 
layer of the gingival epithelium or in the 
intensity of keratinisation. Numerous refer- 
ences have been made in the literature to the 
keratinising effect of gingival massage, such 
authors as Gottlieb, Orban and Fish having 
referred to it as an accepted fact. Yet, when 
one comes to think of it, no experimental 
evidence of this presumed fact has ever been 
offered. Now it appears that there has never 
been any justification for such an assumption. 


It certainly comes as a shock to learn (if 
the results of this investigation are as reliable 
as they appear) that gingival massage does 
not increase keratinisation of the gums, as so 
many of us had believed. There can be little 
doubt, however, that it does produce distinctly 
beneficial results which one must therefore 
attribute to (1) promotion of the vascular cir- 
culation, and (2) the improved standard of the 
oral hygiene which, through the nature of the 
methods employed, necessarily accompanies 
gingival stimulation or massage. 


The author summarises the results of his 
experiment by stating: 
The results of this investigation support the view that 


massage is a valuable complement in the therapy of 
common chronic periodontal disease. 


—R. Tompson. 
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Information from the Dental Board 


The following matters are reported from 
meetings of the Dental Board of New South 
Wales held in November and December, 1952, 
and January, 1953. 


APPLICATIONS FOR REGISTRATION. 

Calnan, Edward Joseph, B.D.Sc., University 
of Melbourne, 1952. 

Crowley, Joseph, B.D.Se., University of 
Queensland, 1950. 

Ditchfield, Brian Frederick, B.D.S., Uni- 
sity of Sydney, 1951. 

Fryer, Frederick Herbert George, B.D.S., 
University of Sydney, 1951. 

Weir, Keith Mervyn, B.D.S., University of 
Sydney, 1952. 

RESTORATIONS TO REGISTER. 

Aiken, A. H. J., McMaugh, L. S., Piper, 

B. J., Shanasy, T. L., Silienthal, B. 


ADDITIONAL QUALIFICATIONS AND DESCRIPTIONS. 


Cohen, M. J., D.D.S. (Northwestern) ; 
Cutler, R. H., D.D.S. (Northwestern) ; 
Donaldson, K. S., F.D.S.R.C.S. (England) ; 
Helsham, R. W., F.D.S.R.C.S. (England) 
(1952). 

LOAN TO STUDENT. 

An application for £125 as a dental loan for 

a student entering his third year was granted. 


RETIREMENT OF Dr. H. G. WALLACE. 


Dr. H. G. Wallace received the congratula- 
tions of the Board upon his appointment as 
Director General of Public Health, and sub- 
sequent to such appointment notified his retire- 
ment from the Board. The Board expressed 
their appreciation of the assistance given by 
Dr. Wallace whilst he was a member. 


Dental Health Education Department 


DENTAL HEALTH LITERATURE. 
Members are advised that supplies of the 
following literature are available at the office 
of the Association, and supplies ordered will 
be posted to members at the prices marked 
plus forwarding costs. 
“Healthy Mouths’—Free of charge. 


Classified Advertisements 


POSITIONS VACANT. 


STATE PUBLIC SERVICE. 
DENTAL OFFICERS OF SCHOOLS. 


WESTERN AUSTRALIA 


Applications for appointment as above on either a 
temporary or permanent basis are invited from Dental 
Surgeons. 

Salary range: £1,197-£1,297 (gross) per annum on 
present basic wage. 

Duties: To examine and give dental treatment to 
school children. Mobile surgeries and _ utilities are 
provided. 

Location: Headquarters in country towns. Dentists 
required to work in towns and surrounding districts up 
to radius of 100 miles. 

Applications stating age, qualifications and experience 
should be addressed, by 25th April, 1953, to The Sec- 
retary, Public Service Commissioner’s Office, 60 Barrack 
Street, Perth, Western Australia. Further details con- 
cerning duties, conditions and allowances may be 
obtained by writing to that address. 


GOVERNMENT OF TONGA. 
DENTIST. 


Applications are invited from qualified dentists for 
the post of Government Dentist, Nuku’alofa, Tonga. 

Salary. £1000 per annum plus Cost of Living Allow- 
ance of 15% and temporary bonus of 124%% with right 
of private practice estimated to return £800 per annum. 

Term of Appointment. Three years’ resident service 
in = instance subject to probationary period of six 
months. 


“Your Baby’s Teeth and Your Own”—Free 
of charge. 

“The Use and Care of Artificial Dentures” 
—3s. 3d. per dozen. 

“Toothbrush Technique’—£1 per 100. 

Samples of this literature will be forwarded 
on application. 


Partly furnished quarters are provided at rental of 
10% of basic salary. 

Passage money to and from the Kingdom at Govern- 
ment expense, and leave on basis of four days for each 
month of service. 

Apply in first instance giving full details of age, 
marital status and professional qualifications to:— 

Agents: Government of Tonga, 
Box 543, G.P.O., 
Sydney, N.S.W. 


POSITION WANTED. 


Dentist, L.D.S.R.C.S. (Eng.), Guy’s Hospital man, 
25 years high class private practice in Johannesburg, 
South Africa, desires to emigrate to Australia and join 
similar large town practice. (Ex-service man). 

Reply c/o., B. KORR, 
7 Montgomery Street, 
Kogarah, N.S.W., 
or Telephone LW 5320. 


PRACTICES FOR SALE. 


Dental practice, Southern Melbourne _ residential 
suburb. Owner going abroad. Cash takings £10,000 
per annum. Excellent equipment. Beautiful home 
attached. Rent for house and surgery, £6/10/-. Home 
can be purchased. Practice price £6,000. Will accept 
£3,000 down, balance three years. 

Dental practice, wealthy, progressive (primary and 
industrial). Tasmanian coastal town, two well-equipped 
modern surgeries. Beautiful house available if required. 
Nett profit average £1,750. Price £1,500. 
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Dental practices Victorian country and border towns, 
also Tasmania. Excellent opportunities for young 
experienced practitioners. Experienced assistants also 
required for country and Tasmanian practices, etc. 

For further particulars of the above apply :— 

Bosch Naylor Pty. Ltd., 
53a Russell Street, 
Melbourne. 


TO LET. 


Rooms suitable for a dental practice. Situated on 
main street. Excellent position. Ring FX 2535. 


GOOD OPENING FOR DENTIST. 


Nth Coast, in growing area, on famous 
New fibro cott. V.P. on corner site. 


Laurieton, 
fishing grounds. 


All el. fully furn., 3 b. rms, Inge, kit., bathrm, lIdry, 
gar., new 
S. Rickard. 


linos, mod. plumbing, £3,950, terms. 


FOR SALE. 


Ritter twin cylinder air compressor A.C. Fully 
automatic, good condition. Apply to Secretary of 
Association, 1385 Macquarie Street, Sydney. 


University of Sydney, 
Post-Graduate Committee 
in Dental Science 


Members of the profession are notified that 
there are vacancies in courses of instruction 
to be held during 1953. 

Any dentist desirous of attending a course 
or courses is asked to contact the Secretary, 
Post-Graduate Committee in Dental Science, 
Dental Hospital of Sydney, Chalmers Street, 
Sydney. 

A. J. ARNOTT, 


Chairman. 


Course No. 31: Full Denture Construction. 
24th August, 1953, to 28th August, 1953. 
Enrolment limit—10. 

Clinicians: Dr. C. H. Graham and Dr. 
A. G. Rowell. 


This course will cover the clinical and laboratory pro- 
cedures associated with recent advances in full denture 
construction. Lectures and clinical demonstrations will 
provide instruction on dental materials, impression tech- 
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niques, methods of recording jaw relationships, arrange- 
ment of artificial teeth with emphasis on aesthetics and 
phonetics, a study of prosthetic malocclusion and eden- 
tulous anomalies with their appropriate treatment. 
Members of the course will be given an opportunity to 
carry out the clinical and laboratory procedures 
demonstrated. 


Course No. 32: Oral Surgery. 
31st August, 1953, to 4th September, 1953. 
Enrolment limit—15. 
Clinicians: Professor A. J. Arnott, Dr. 
H. R. Kemp, Mr. C. H. Ritchie, B.D.S. 


The course will include a review of the fundamentals 
of surgery together with diagnosis and _ treatment 
planning clinics. Instruction will be given in regional 
anaesthesia and the surgical treatment of conditions 
which confront the general practitioner. The feature of 
the course will be the opportunity for members to 
obtain practical instruction. 


Course No. 33: Preventive Dentistry. 
10th August, 1953, to 14th August, 1953. 
Enrolment limit—12. 
Clinicians: Mr. N. D. Martin, M.D.S. and 
Dr. H. R. Sullivan. 


All modern caries control techniques will be described 
and evaluated. Where necessary these techniques will 
be demonstrated. These will include: (i} Topical appli- 
cations of fluorides, (ii) topical application with refer- 
ence to impregnation techniques of zine ferrocyanide 
and silver nitrate, (iii) dentifrices and mouthwashes: 
ammonium, penicillin, urea and fluoride and chlorophyll, 
(iv) use of low carbohydrate diets with actual diet 
plans for the treatment of rampant caries in patients 
of all ages, (v) refined and natural sugars and their 
effects on caries susceptibility, (vi) tests for caries sus- 
ceptibility including lactobacillus estimations in saliva 
for use with low carbohydrate dietary control. Chemical 
susceptibility tests will also be demonstrated, (vii) the 
use of water fluoridation for partial control of caries 
will be studied as a public health measure. Fluorides as 
dietary supplements will also be discussed. 

Here is an essentially practical application of all the 
findings of modern dental research and dealing specially 
with caries control measures which may be utilized in 
dental practice. 


Course No. 34: Orthodontics. 
Twelve months commencing 20th Novem- 
ber, 1953, each Friday morning. Enrol- 
ment limit—8. 
Clinicians: Dr. W. N. Benson, Mr. R. Y. 
Norton, M.D.S. 

The course will include (i) series of lectures covering 
the field of Orthodontics, (ii) instruction in the tech- 
nique of band formation, and appliance design, (iii) 
practical case analysis and diagnosis, (iv) treatment of 
selected cases of malocclusion, (v) observation of cases 


under treatment or cases of special interest that may 
present. 
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OXYCEL 


Use in Dentistry 


OXYCEL designates oxidized cellulose prepared 
from various materials, such as gauze or cotton 
by a special process of oxidation which converts 
unoxidized cellulose into polyanhydroglucuronic 
acid—an absorbable haemostatic chemical. 


OXYCEL, supplied as individual, sterile strips, 
effects prompt haemostasis when applied to 
oozing surfaces, and when left in contact with 
incised tissues is readily absorbed. When wet 
with blood it becomes slightly sticky and swells, 
forming a dark-brown, gelatinous mass. As soon 
as this discolouration occurs, bleeding usually 
ceases. 


OXYCEL is supplied in glass vials each contain- 
ing 1 sterile strip 5 ins. x } in. 4 ply. 


FURTHER PARTICULARS ON REQUEST 


-PARKE, DAVIS & CO. LTD. 


G.P.O. BOX 4198 SYDNEY 
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The Dental Journal of Australia 
40,000 American dentists endorse 
Flexi-bristled toothbrushes 


the newest member of the famous WISDOM family 


“FLEXI-BRUSH" massages gums 


gently but thoroughly 


And safely! The busy, round-end 
bristles are so flexible, they pro- 
tect even the tenderest gums yet 
do a wonderful cleansing job. 
That’s why 15,000,000 Americans 
changed to this type of brush. 


“FLEXI-BRUSH" penetrates 
between teeth 


Myriads of flexible nylon bristles 
to twist and bend and clean every 
corner of every tooth and between 
teeth too. Yet “Flexi-brush” 
bristles spring back firmly to 
polish teeth to a brilliant sheen. 


Recommend the new Wisdom “Flexi-Brush for safer 
gum massage, deeper cleaning, brighter polishing. 


THE NEW WISDOM FLEXI-BRUSH—ANOTHER ADDIS PRODUCT 


Say you saw it in “The Dental Journal of Australia” 
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ENGELSKIRCHEN 
(BEZ.KOLN) 
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DENTAL 
X-RAY UNIT... 


FLEXIBILITY. 


The outstanding feature of the 
WatVic SF-D Dental X-ray 
Apparatus is the ease with 
which the tube focus may be 
positioned in relation to the 
patient and the film. There is 
no back lash. Positioning may 
be carried out with speed and 
ease. 


SIMPLICITY. 


LWA 4 | There is only one control and 
[ |. “4 that is the handpiece timer. 
7 There is only the one button 


Improvements embodied in the SF-D make for increased to press. There are no knobs 
manoeuvrability, stability and ease of positioning. to twist. No meters to observe 


COMPENSATION. 


The SF-D is self-compensating as regards 
normal variations in the line voltage. As a 
result of this the desired density is secured 
without resorting to the manipulation of 
controls. 


DETAIL. 


The long life of the fine focus tube enables 
films to be produced which show exquisite 
detail. 


We invite enquiries. 
Call, write or telephone for further particulars. 
The design of the tube head of the 


@ WarsonVicror “28° 
side. 


9-13 BLIGH STREET, SYDNEY 33 TELEPHONE: BW 4433. 


Branches at all principal cities throughout Australia and New Zealand. 


Say you saw it in “The Dental Journal of Australia” 


4 xx 
4 
; 
5 IAT VIC we 
i 
ES 
ad 
; 
| 
| 


January - February, 1953 


Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call—we can assure you of 
quality and distinction at a moderate price. 


Technical printing receives our special attention, and our extensive and 
exclusive range of matrices for the printing of formulae, Greek and mathe- 
matical signs and tabular matter enables us to execute this class of work at 
economic prices. 


SIMMONS LIMITED 


32 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


Norsk 
Orthodontic Service 


We take pleasure in advising 
those practitioners who are find- 
ing in the Norsk method of 
treatment the answer to many of 
their orthodontic problems, that 
our staff of specially trained and 
experienced technicians can pro- 
vide complete technical service. 


A full prosthetic laboratory ser- 
vice is also available. 


_ Enquiries Invited 


Specialist Laboratories 
Pty. Ltd. 


185 ELIZABETH STREET, SYDNEY 
MA 7656 


Say you saw it in ‘‘The Dental Journal of Australia” 


‘ 
xxi 

WA 

if \ 


CLEMENTS’ VACUUM 
INVESTING MACHINE 


Vacuum Investing will give 
castings for Inlays or Partial 
Dentures that are consistent- 
ly free from surface defects. 


Wasted chairside time in fit- 
ting inlays is ccmpletely 
eliminated. 


CLEMENTS 
PRESSURE@ 
VACUUM PUMP 


The Pump Unit can also be used (1) as an Aspirator, (2) for supplying 
low pressure cir for blowpipe, etc. 


H. |. CLEMENTS & SON 


62/64 Pacific Highway, St. Leonards, Sydney. 
Phone: XB 3492. 
Established 1908. 


Manufacturers of Scientific Equipment. 
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ISOTONE LIQUID 


Faulding 


Clinical demonstrations have shown Isotone Liquid to 
fulfil our expectations. 


Reports from practitioners throughout the Common- 

wealth speak highly of its rapid and profound 

anaesthesia with total absence of toxosis and unplea- 

sant post-operative troubles. 

Isotone Liquid possesses all the qualities of a freshly Py 

| prepared solution, and its self-sterilising non-toxic 

base ensures its keeping properties. conduction, 

Isotone Liquid represents 2°, Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic (pH 6.5) 

self-sterilising base. 


2-oz. Vacuum Sealed Bottles 
Less 10°, for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 


Say you saw it in “The Dental Journal of Australia” 
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Are YOU having LAUNDRY TROUBLES ? 


DENTNAP S highly absorbent paper napkins offer this 
chart for your perusal 


Laundry Average Dentnaps 
PRICE 43d. ea. 13/5d. ea. 


Blood Stains 
Silver Nitrate Stains 
Old and Worn Napkins 


TIME Nurse has to check 
FACTOR laundry out and in. 


Always percentage miss. Nil 
LOSSES ing or lost from laundry 


requiring replacements. Disposable 


Huckaback 
30/- per doz. 


Patients will 
compliment 
professional— 
white—absorbent 


To the dentist who has a modern surgery and a personal clientele, we 
suggest you try one box and let your patients’ reactions be the guide to their 
efficiency. 


Price 13/6 per box of 100. Quantity rate available. 


Our only address: 


5 Vimiera Rd., Eastwood, N.S.W. 


Phone: M 3530. 
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“CLASSIC” 


(Acrylic) 


TEETH 


CLASSIC TEETH are duplications of beautiful natural teeth and 
are completely dependable; each size in any given group is exact 
both in outline and in character to others of the same group. Sizes 
can be confidently relied upon to be consistent. 


UPPER ANTERIORS coniprise 
22 sizes, sub-divided into 6 
groups, the relation of one pat- 
tern to another being desig- 
nated by the letters G, L, M, N, 
S, i.e., G for Giant, L for Large, 
M for Medium, N for Normal 
and S for Small. LOWER 
ANTERIORS consist of 6 
graduated patterns of beautiful 
design. A suitable size is avail- 
able for any upper set selected. 


POSTERIORS are covered by 10 patterns; 8 of anatomical design 
and 2 Z patterns, the latter being flat occlusal types. 


SHADKS are represented by 10 colours numbered 37 to 47. Ranging 
from very light to dark they present a choice that will comply with 
every normal colour demand. 


Obtainable from: 


Associated Dental Products Pty. Ltd., Bray’s Dental Supplies, 


185 Elizabeth Street, Catton Building, 
Sydney, N.S.W. 195 Liverpool Street, 
Sydney, N.S.W. 


Harcourt Neil Pty. Ltd., 
Richmond House, Wilcla Dental Co. Ltd., 


154 Castlereagh Street, 49 Park Street, 
Sydney, N.S.W. Sydney, N.S.W. 


also Victoria, South Australia and W. Australia. 
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There’s a big difference between 


A Horseless Carriage and a Jet Plane 


and there is a powerful difference, too, 


between other anaesthetics and 


*XYLOCAINE 


Ask the dentist who uses 


XYLOCAINE 


Manufactured by 


ASTRA, Sweden 


Available from authorised dealers 
Sole Australian Agents 
Commonwealth Dental 
Supply Coy. Pty. Ltd. 


Brisbane - Townsville - Sydney - Melbourne - Hobart 


* Registered Trade Name 
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“Trilene’” Brand of Trichloroethylene 


“TRILENE” 


For Anaesthetic or Analgesic 


“Trilene” is a specially purified and stabilised form of trichloroethy- 


lene prepared by Imperial Chemical (Pharmaceuticals) Limited for 


anaesthetic and analgesic purposes. It may be employed as an anaes- 
thetic to maintain a light plane of narcosis or as an analgesic without 
loss of consciousness. Administration is safe, rapid, and pleasant and 
recovery is usually without any unpleasant after-effects. It will thus 


be noted that “Trilene” is invaluable in dental practice. 


Literature available on request. 


A PRODUCT OF 
ICI 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
(A subsidiary of Imperial Chemical Industries Limited) MANCHESTER, ENGLAND 


Marketed in Australia by 


IMPERIAL CHEMICAL INDUSTRIES OF AUST. & N.Z. LTD. 


ALL CAPITAL CITIES AND WELLINGTON, N.Z. 
V21-F 
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CHILDREN LOVE CLEANING their TEETH . 


This ‘‘Good Teeth” 
Certificate featuring Alice 
and her friends has been specially 
designed for you to give f 
to your child patients.” 


be ina Remember also that professional size tubes of 

ll Gibbs S.R. are available for distribution to your 

SED patients. Fill in the coupon below and forward 
<> to “Certificate” Box 1590, G.P.O., Sydney. 


Please forward supplies of (a) Gibbs S.R. Good Teeth Certificate. 
(b) Gibbs S.R. Professional Size Tube. 


a (Strike out item not required) 


ADDRESS 
meee ee eee eee ee 
SR.56.FPT 
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A GENERAL PURPOSE ANALGESIC 


of special interest to 


THE DENTAL PROFESSION 


SALICYLAMIDE 


Nicholas 


A\ Salicylamide, besides having good analgesic and anti-rh2umatic pro- 
perties and being less toxic than salicylates, also possesses these 


important advantages :— 


1. Salicylamide tends to decrease blood clotting time 
and thus may be used when wound healing is im- 
portant and other analgesics, which prolong blood 
clotting, are contra-indicated. 


Salicylamide is neutral — no alkali (with consequent risk of 
alkalosis) is required with large doses. 


Salicylamide does not hydrolise in water or in the stomach to 
produce irritating free salicylic acid. 


Salicylamide is better tolerated and is less irritating to the stomach 
than other salicylates. Higher dosage is thereby possible. 


The risk of sensitivity to salicylamide appears to be small and 
therapy may be possible with patients sensitive to other salicylates. 


SALICYLAMIDE (Nicholas) is available in bottles of 100 tablets each 
0.5 gm. salicylamide. 


@ LITERATURE and further information on application to: 


Ethical Division, NICHOLAS PROPRIETARY LIMITED 


MELBOURNE SYDNEY BRISBANE ADELAIDE PERTH 
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ANNOUNCEMENT 


Reference Selling of 


Wilcla Dental Supplies (N.S.W.) Pty. Ltd. 


WE, THE WILCLA DENTAL COMPANY LTD. 
284 Queen Street, 
Brisbane 


wish to announce that it is in no way whatsoever 


connected with the abovementioned Company. 


SUPPORT YOUR OWN 
JOURNAL 


All members of the New South Wales Branch 
of the Association and other subscribers 
are asked to peruse the advertisements 
herein and to support those dental supply 
houses and others whose announcements are 
published in “The Dental Journal of 
Australia.” 


HELP THOSE WHO HELP YOU 
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Two Dental X-Ray Units 
with a World-Wide 
Reputation 


These two Philips Dental X-ray units 
have been enthusiastically acclaimed 
in countries overseas and are now 


available in Australia. Both units are 


specially constructed for heavy duty 
and both operate on a K.V.P. range 
of 50 to 70. They’re easy to operate 
and offer absolute safety from electric 
shock. 


(Above, right.) 


(Above left.) Philips Wall-type Unit. 


Floor-type Unit. 
Philips Model 1B floor-type unit has ball- 
bearing castors to assure easy mobility. It 
is ideally suited for all intra-oral and extra- 
oral radiography. 


Philips Model 2A is compact wall- 
mounted unit especially designed to occupy 
@ minimum of space in the smaller surgery. 
It produces highly detailed intra-oral and 
jaw radiographs quickly and easily. 


PHILIPS X-RAY 


PHILIPS 
SYDNEY 


ELECTRICAL 
MELBOURNE 


INDUSTRIES OF 
BRISBANE 


AUSTRALIA PTY. LTD. 
ADELAIDE PERTH 
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For unwanted bleeding in dental surgery | 


An absorbable haemostatic 


Gelatine Sponge A & H has a particular application in dental surgery 
for those cases of primary and secondary bleeding which are undesirable 
and which are often difficult to control by ligation. It minimises blood 
loss and, because it is agg ogee: J absorbed, obviates the necessity for 
subsequent removal from the site of application. 
Gelatine Sponge ASH... 
(1) Completely effective as a hemostatic. 
(2) Does not inactivate, and can be used in conjunction with 
antibiotics such as penicillin or streptomycin. 
(3) Consists only of purest Gelatine, therefore of animal origin 
and thus tendency to foreign body reaction is reduced to a 
minimum. 
(4) Is readily absorbed by the normal action of Phagacytosis. 
(5) Is transparent to X-rays. 
(6) Is pliable and can be moulded easily to any shape or size. 
(7) Is stable to heat and has been sterilised by heat. 


(8) Value in Dental Surgery proved by widespread trials by 
sermon og Dental Surgeons in many countries throughout 
e world. 


It is supplied sterile in three sizes. 
No. 1. Strips 2cm. x 6cm. x 0.7cm. in glass tubes each containing 
one piece; packages of six. 
No. 2. Strips 10cm. x 20cm. x 0.1cm. in glass tubes each contain- 
ing one piece; single tubes. 
No. 3. Thin Wafers 2cm. x 2cm. x 0.1lcm. in glass tubes each 
containing six pieces; packages of six. 


GELATINE SPONGE A & H 


Literature and fullest information will gladly be furnished on request. 
ALLEN & HANBURYS (AUSTRALASIA) LTD. 
REGISTERED OFFICE, N.S.W.: 418 ELIZABETH STREET, SYDNEY 
SURGICAL INSTRUMENT SHOWROOMS: 41 HUNTER STREET, SYDNEY 


AH.21.FP 
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The pivot on which every tooth service turns is the teeth that 
make fine denture service possible. Because New Hue Teeth 
offer you so many exclusive and distinctive advantages, we long 
ago made New Hue Teeth the pivot of OUR Tooth Service. 
And we support New Hue Stocks with trained personnel who 
KNOW teeth. Just how dependable our Tooth Service is, is 
evidenced by the many dentists who, when they want teeth, 
just naturally call upon us. 


KEMP & LIDDELL PTY. LIMITED 


Newlands House" 


Phone: M 6794 141-143 ELIZABETH STREET, SYDNEY 


Say you saw it in “The Dental Journal of Australia’ 


| 
xxxii 
4 
Pty 
i 
ES 
| 
: 


January - February, 1953 xxxiii 


THE ORIGINAL ALGINATE IMPRESSION MATERIAL 


—OF COURSE! 


Remember, ‘Zelex’ gives you: 
AMPLE TIME FOR MANIPULATION 
QUICK GELATION IN THE MOUTH 


A STRONG RESULTANT IMPRESSION 
Available in Standard and |2-Unit packs 


THE AMALGAMATED DENTAL (Australia) PTY. LIMITED 
124 & 126 Exhibition St., MELBOURNE C.I, and 160 Castlereagh St., SYDNEY 
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FOR DENTAL HAEMORRHAGE 


A little Calgitex Alginate Ribbon 
Gauze or Dental Wool placed firmly 
in the socket stops bleeding at once 
and ensures uneventful healing. 
Subsequent removal is unnecessary as 
Calgitex is absorbed by the tissues in 
a few days. 
Calgitex is compatible with penicillin 
and other antibiotics. Supplied in con- 
venient glass phials, sterilised ready 
to use. 

Obtainable from your usual suppliers 
CALGITEX DENTAL WOOL—CARTONS OF 

12 PHIALS. 


CALGITEX RIBBON GAUZE—CARTONS OF 
6 PHIALS. 


Australian Distributors: 


PHARMEDICA PTY. LTD., 60 HUNTER ST., SYDNEY. 


What is the best way 
to clean them? 


Every patient you fit with new dentures 
is likely to ask that question. 


The best answer you ‘Steradent’ cleans, deodorises 
and disinfects by the action 
of one of the most powerfully 


Dentures can be super- 8@fe of all natural purifying 
agents, oxygen. 


can give is ‘Steradent’. 


ficially cleaned with 

soap and water, but St re t 
THOROUGH cleaning era ent 
calls for immersion in ‘oxygen-cleans’ and 


ey sterilizes all dentures 
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FREE DELIVERY TO ALL STATES 


(ESTAB. 30 YEARS) 


~ 


"For Quality and Economy 


in all your Printing.” 


All kinds of Dental 

Stationery and Chart Cards. 

Let us know your requirements 

and samples with prices will be sent. 


KEMBLA BUILDING, 58 MARGARET ST., SYDNEY 
FJ 1041 (2 Lines) 


C 0 ad A G For Positive Control of Haemor- 


and rhage and Relief of Post-Operative 


CO-AG-SED | 


CLINICALLY-PROVED Use, and prescribe with confi- 
DENTAL HAEMOSTATICS dence, CO-AG and CO-AGSED. 


@ Fully proved by clinical test, for the pro- MEDICUS 
phylaxis and treatment of dental haemor- PRODUCT No. 2 


rhage. CO-AG 


@ Co-Ag is orally administered and quick in 

action. FOR PREVEN- 
@ Non-toxic, non-irritant, entirely reliable. So OF 
@ Co-Ag gives positive haemorrhage control. DENTAL 
@ Co-Ag-Sed quickly relieves post-operative HAEMORRHAGE 
@ 


pain. 
Co-Ag-Sed allays natural stiffness and MEDICUS 


soreness. 
PRODUCT No. 3 


CO-AG and CO-AG-SED are indispensable to the 
busy practitioner. They are available from CO-AG-SED 
Chemists and Dental Depots. DENTAL PAIN 
AND CONTROL 


MEDICUS LABORATORIES HAEMORRHAGE 
73 YORK STREET, SYDNEY. Phone: BX 1991. 
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The antiseptic 
you use..... 


If it is ‘Dettol,’ it is efficient, This property, coupled with 
non - poisonous, non - staining, its wide margin of safety, makes 
pleasant and deodorant. ‘Dettol’ invaluable for use in 

The germicidal efficiency of dental practice. 


‘Dettol’ remains high even in ‘Dettol’ destroys germs, but is 


the presence of organic matter. gentle to tender human tissue. 


DETTOL 


REGD. 


The Modern Antiseptic 
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IVOCLAR TEETH... 


The Natural Choice of the Dental Profession 
You Smite, naturally, with Ivecltar Leeth 


The range of 12 colours in the IVOCLAR shade-guide is based on the results 
of the latest investigations into the peculiar colour changes undergone by natural 
teeth and the peculiar character of these colours, including depth and ratio of 
reflection, and, above all, the reaction of the colours to the most varied conditions 
of natural and artificial illumination. 


Even by artificial light, natural teeth exhibit a vivid and warm hue, whereas 
artificial teeth, as manufactured hitherto, display an unnatural colour when exposed 
to artificial light. 


IVOCLAR have succeeded in changing the fundamental method of colouration 
of dental porcelain in a hitherto unknown manner. 


IVOCLAR teeth, therefore, appear exactly like natural teeth, both in daylight 
and under artificial lights and will compare favourably with natural teeth. 


IVOCLAR teeth, divided into three shade groups of four shades each are manu- 
factured from a highly translucent porcelain having a co-efficient of resistance to 
stress and wear never before achieved. This special translucency results in IVOCLAR 
teeth, just like natural teeth, being highly influenced by their oral surroundings. 


Imitating nature, the canines of all IVOCLAR sets are slightly off-shade. They 
have the same basic colour but are somewhat darker. The natural optical effect 
has been further perfected by incorporating in the IVOCLAR tooth such natural flaws 
as enamel and dentin fissures and calcareous spots and by darkening the inter- 


proximate edges and the collar. These defects appear only within reason; they do 
not offend the eye or give the impression of a neglected and badly cared-for denture. 


SOLE DISTRIBUTORS: 


Associated Dental Products (N.S.W.) 
Pty. Ltd. 
8th Floor, 
185 Elizabeth Street, Sydney. 
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THE SWISS COLD-CURING, COLOUR-CONSTANT ACRYLIC 
FILLING MATERIAL 


Along with the Chemical research which has effected improvements in the qualities of 
HESACRYL, three different methods for simplifying its application in the mouth have been 
tested. These methods are all equally effective. The Dentist may choose without hesitation 
whichever one he prefers, and which seems best suited to any particular filling. 

The advantages of the new HESACRYL, viz.:— 

1—Polymerisation takes place in 4-5 minutes, 

2—No pressure is required, 

3—Colour remains constant, 

4—Uniformity is maintained; 
are made possible without the necessity of using any additional material such as a catalyst 
or a separate reactor. HESACRYL, therefore, retains its original form as monomer and 
polymer, and contains within itself the ingredients which pertain to a high-standard self- 
polymeriser. It can be applied in the following three ways:— 


2 —BY DROP TECHNIQUE 
s 
3 —BY BRUSH TECHNIQUE 
HESACRYL—with Star, is obtainable in 11 basic shades assorted in boxes of 11, 9, 3, or 
single colours. 


—BY PRESSURE-TECHNIQUE 


LITERATURE ON REQUEST 
Chemische Fabrik Schonenwerd, H. Erzinger, A. G. Schonenwerd, Switzerland. 


in stock at: 
HARCOURT NEIL PTY. LTD., 


154 Castlereagh Street 
SYDNEY. Phone: MA 2840 


and also obtainable at your normal supply house in every State. 
Australian Representative: Martin HALAS, Box 1996, G.P.O., Sydney. 
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' Always in the Lead 

| The New @ HE SACRYL with Star 


January - February, 1953 


PLAIN 
CROSS CUT 
FISSURE 


SPIRAL 

PLUG FINISHING 
VULCANITE 
ENAMEL 


HAGERs MEISINGER GMBH. DUSSELDORF 
INLAY BURS 


ARE PORTION OF THE INCOMPARABLE 


MEISINGER Range 


Cut faster— 
Run truer— 
Last longer— 


Obtainable from YOUR Dental Depot. 
Sil-Ora Dental Products—Wholesale Representatives 


Hager and Meisinger GmbH 
Dusseldorf, Germany 
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Latest development by 
the Dentists’ Supply Co. 
of New York. 

Widely acclaimed in the 
U.S.A. and many_ other 
parts of the world, 


Now manufactured in 


Australia. 


Sole Wholesale Distributors 


THE AMALGAMATED DENTAL (Aust.) PTY. LTD. 
Melbourne Sydney 
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